PSYCHI 


VOLUME 115 
NUMBER 4 
OCT. 1958 


Official Journal of 
THE AMERICAN 
PSYCHIATRIC 
ASSOCIATION 


1959 Annual Meeting, Convention Hall, Philadelphia, Po. ¢ Apvil 27, - May 1, 1959 


; 
« 
‘a 
: 
col ae 
4 
: 


Clinical excerpts Use of meprobamate 
in chronic 
psychiatric 
patients 


SYMPTOMATIC IMPROVEMENT 


brought symptomatic | by disease 

relief to 105 of 145 
psychiatric patients — DIAGNOSIS 
“representative 


of the entire 
hospital population,” NON-PARANOID DISTURBANCES | 36 


obtained pronounced PSYCHOTIC t 


to moderate relief NEUROTIC TENSION 


1.Graffagnino. P. N., Friel, P. B = AGITATION 
and Zeller, W. W.: Emotional CHARACTER DISORDERS 


disorders treated with OTHERS OTHERS 


NO. OF | NO. NO. 
PATIENTS SYMPTOM IMPROVED 


meprobamate and promazine. 
Connecticut M. J. 21:1047, | 
Dec. 1957. | TOTALS 


«alleviates anxiety in chronic psychiatric 

1 OW } L patients « facilitates psychotherapeutic 

_ rapport + improves disturbed ward be- 
the original meprobamate havior * suitable for prolonged therapy 


discovered and «no liver or renal toxicity reported » free 


introduced _ of autonomic effects. . 
by @ 


97, WALLACE LABORATORIES 
New Brunswick, N. J. 


‘ 
q 
‘yy 
‘ 
ons 
of 
‘ 
: 
series 
Bat: 
4 
+ 
Jof whom 
n DEPRESSION ANXIETY 30 
37 25 
ta 
31 
11 I 
145 105 TOTAL 116 
; 
: 
4, 
q 
| 


THE AMERICAN 
JOURNAL OF PSYCHIATRY 


VOLUME 115 OCT. 1958 No. 4 


EDITOR 
CLARENCE B. Farrar, M. D., 216 St. Clair Avenue, West, Toronto 5, Ont. 


BUSINESS MANAGER 


Austin M. Davies, Pu. B., 1270 Avenue of The Americas, 
New York 20, New York 


ASSOCIATE EDITORS 
Rusu Dunton, Jr., M. D. Karu M. Bowman, M. D. 


FRANKLIN G. Esaucu, M. D. WALTER L. TreEApway, M. D. 
STANLEY Copp, M. D. Jonn C. Wurrenorn, M. D. 
S. SPAFFORD ACKERLY, M. D. Pau H. Hocn, M. D. 

Leo KANnNER, M. D. Trrus H. Harris, M. D. 
LAUREN H. Smrtn, M. D. Francis J. Gerry, M. D. 


EDITORIAL ASSISTANTS 


L. LAMBERT, B. A. 


ANNE F. CARNWATH, B. A. 


FORMER EDITORS, 1844-1931 
AMARIAH BricHaM, M. D., Founder, 1844-1849 

T. RoMeyn Beck, M. D. Joun P. Gray, M. D. G. ALpER BLuMER, M. D. 

Henry M. Huro, M. D. 


Epwarp N. Brusn, M. D. 


RicHarp Dewey, M. D. 


Published by 
THE AMERICAN PSYCHIATRIC ASSOCIATION 


THe DARTMOUTH PRINTING COMPANY 
Hanover, N. H. 


re 
& 
| | 
4 
i 
= 
: 
J 


AMERICAN JOURNAL OF PSYCHIATRY 
INFORMATION FOR CONTRIBUTORS 


-Manuscripts—The original manuscripts of papers read at the annual meetings of the Association 
should be deposited with the Secretary during the meetings, or sent to the New York office 
promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
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a carbon copy of manuscript and duplicates of tables, figures, etc., for use should the originals 
be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimrm, others 
collaborating being shown in a footnote. 


Illustrations—Authors will be asked to meet printer's costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wherever 
possible, drawings and charts should be made with India ink for photographic reproduction as 
zinc etchings. Photographs for halftone reproduction should be glossy prints. Illustrations should 
be as small as possible without sacrificing important detail. Redrawing or preparing illustrations 
to make them suitable for photographic reproduction will be charged to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $7.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed on separate sheets. Tables are much more expensive to set than text 
material and should be used only where necessary to clarify important points. Authors will be 
asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. H.: Am. J. Psychiat., 95 : 271, Sept. 1938. 
2. Hess, W. R. : Diencephalon. New York : Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions $12.50 ; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. Copyright 1958 by The American Psychiatric Association. 


Office of Publication, 10 Allen St., Hanover, N. H. 


Business communications, remittances and subscriptions should be addressed to The Ameri- 
can Psychiatric Association, 10 Allen St., Hanover, N. H., or to 1270 Avenue of the Americas, New 
York 20, N. Y. 

Editorial communications, books for review, and exchanges should be addressed to the Editor, 
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‘Dexedrine’ “may function impressively 
as a specific adjuvant in psychotherapy.” 


J. Clin. & Exper. Psychopath. /8:159 (June) 1957. 


It is concluded that ‘Dexedrine’ 
process.” 


... does often speed up the therapeutic 


‘Dexedrine’ “‘is useful in helping to establish physician-patient rapport, in 
breaking down rigid emotional patterns and in fostering a desirable experi- 
mental attitude in the patient.” 


‘Dexedrine’ is particularly helpful in assisting the patient “to make the impor- 
tant transition from vacillating thought to purposeful action.” 


D EX ED R | N Sy tablets + elixir + Spansulet capsules 


Smith Kline & French Laboratories, Philadelphia 


*T.M, Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, $.K.F. 
1T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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Clinically confirmed 
in over 1,200 
documented 
case histories’* 


“Depro 


CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 
without stiniulation 


> restores natural sleep 
> reduces depressive rumination and crying 


> often makes electroshock unnecessary 
Alexander reports 57% recovery within 
an average of eight weeks.' 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 
> does not adversely affect blood pressure 
or sexual function 
> causes no excessive elation 


produces no liver toxicity 
does not interfere with other drug therapies 


this dose may be grad- 


: Deprol is unlike central nervous stimulants ually increased up to 
3 tablets q.i.d. 
& does not cause insomnia 
Composition: Each 
> produces no amphetamine-like jitteriness tablet contains 400 
mg. meprobamate and 
‘ > does not depress appetite 1 mg. 2-diethylamino- 
& ethyl benzilate hydro- 
| > has no depression-producing aftereffects chloride (benactyzine 
HCl). 
can be used freely in hypertension and 
in unstable personalities 50 scored tablets. 


1. Alexander, L.: Chemotherapy of depression— Use of meprobamate combined with benactyzine (2-diethylaminoethy! benzilate) 
hydrochloride. J.A.M.A. 166:1019, March 1,.1958. 2. Current personal communications; in the tiles of Walloce Laboratories 


Literature and samples on request Gy wALiace LABORATORIES, New Brunswick, N. J. 
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While the cure of epilepsy is still an unrealized hope, today’s modern therapy permits 
a control of seizures undreamed of in the past. Indeed, the epileptic of today enjoys most 
of the freedoms and human relationships that go with normal living. These advances stem, 
in part, from a finer knowledge of the disease and today’s 
more effective antiepileptic drugs. Here are five 
distinguished anticonvulsants that can help you give the 

epileptic the most precious of all gifts, 

a seizure-free life. 


the face 
of epilepsy, 


anticonvulsants by Abbott 


PEGANONE® 
(Ethotoin, Abbott) 


Newest of Abbott's anti- 
convulsants ... a hydan- 
toin of exceptionally low 
toxicity for grand mal 
and psychomotor seizures. 


PHENURONE® 
(Phenacemide, Abbott) 


Used with discretion, will 
often prove successful 
where all other therapy 
Sails in treating psycho- 
motor, grand mal, petit 
mal and mixed seizures. 


GEMONIL® 
(Metharbital, Abbott) 


An effective drug with low 
toxicity for treating grand 
mal, petit mal, myoclonic 
and mixed seizures symp- 
tomatic of organic brain 
damage. 


Vill 


/ 


TRIDIONE»® 
(Trimethadione, Abbott) 
PARADIONE®»® 
(Paramethadione, Abbott) 


Two eminently successful 
anticonvulsants for symp- 
tomatic control of petit 
mal, myoclonic and 
akinetic seizures... 
Tridione will often work 
where Paradione won't 
and vice versa. 
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MINIMIZE HAZARDS a 
of E.C.T. 


Chloride brand Suceinyleholine Chloride 


removes practically all 


the previous risks inherent | 
in the treatment.” | 


Confirming the contribution of ‘Anectine’ to safe E.C.T. tierapy: 


Brody, J. I. and Bellet, S.: Am.J.M.Sc. 233:40 (Jan.) 1957. 
Impastato, D. J. and Gabriel, A. R.: Dis.Nerv.System 18:334 (Jan.) 1957. 
Impastato, D. J. and Berg, S.: Am.J.Psychiat. 112:893 (May) 1956. 
Buckley, R. W. and Richards, W. L.: Ohio State M.J. 52:481 (May) 1956. 
Lewis, W. H., Jr.: Dis.Nerv.System 17:81 (Mar.) 1956. 
Moore, D. C. and Bridenbaugh, L. D., Jr.: Anesthesiology 17:212 (Jan.) 1956. 
Jacoby, J., et al.: J.Clin.& Exper.Psychopathol. 16:265 (Dec.) 1955. 
Newbury, C. L. and Etter, L. E.: A.M.A.Arch.Neurol.& Psychiat. 74:472 (Nov.) 1955. 
Newbury, C. L. and Etter, L. E.: /bid. 74:479 (Nov.) 1955. 
. Impastato, D. J.: J.M.Soc.New Jersey 52:528 (Oct.) 1955. 
. Lincoln, J. R. and Broggi, F. S.: New England J.Med. 253:546 (Sept.) 1955. 
. Tucker, W. I., Fleming, R., and Raeder, O.: /bid. 253:451 (Sept.) 1955. 
. Rietman, H. J. and Delgado, E.: Dis.Nerv.System 16:237 (Aug.) 1955. 
. Lewis, W. H., Richardson, D. J., and Gahagan, L. H.: New England J.Med. 252-1016 (June) 1955. 
5. Glover, B. H. and Roisum, B. H.: J.Nerv.& Ment.Dis. 120:358 (Nov.-Dec.) 1954. 
. Saltzman, C., Konikov, W., and Relyea, R. P.: Dis.Nerv.System 16:153 (May) 1955. 
. Robie, T. R.: J.M.Soc.New Jersey 52:82 (Feb.) 1955, 
. Schiele, B. C. and Margolis, P. M.: Minnesota Med. 38:1 (Jan.) 1955. 
. Wilson, W. P., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:550 (Nov.) 1954. 
. Steven, R. J. M., et al.: Anesthesiology 15:623 (Nov.) 1954. 
. Holt, W. L., Jr.: New York State J.Med. 54:1918 (July) 1954. 
2. Holmberg, G., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:73 (July) 1954. 
3. Dewald, P. A., Margolis, N. M., and Weiner, H.: J.A.M.A. 154:981 (Mar.) 1954. 
4. Wilson, W. P. and Nowill, W. K.: A.M.A.Arch.Neurol.& Psychiat. 71:122 (Jan.) 1954. 
5. Moss, B. F., Jr., Thigpen, C. H., and Robinson, W. P.: Am.J.Psychiat. 109:895 (June) 1953. 
. Holt, W. L., Jr., et al.: Confinia neurol. 13:313, 1953. 
. Murray, N.: Texas Rep.Biol.& Med. 11 :593, 1953. 
28. Murray, N.: Confinia neurol. 13 :320, 1953. 
. Alexander, L., Gilbert, I. E., and White, S. E.: /bid. 13:325, 1953. 
. McDowell, D. H., Rahill, M. A., and Tyndall, J. A.: J.Irish M.A. 31:240, 1952. 
31. Holmberg, G. and Thesleff, S.: Am.J.Psychiat. 108:842, 1952. 
2. Altschule, M. D. and Tillotson, K. J.: New England J.Med. 238:113 (Jan.) 1948. 
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2. 
3. 
4. 
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7. 
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BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. . 
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AN AM ES CLINIQUICK CLINICAL BRIEFS FOR MODERN PRACTICE 


what are the symptoms of 
cardiac neurosis (anxiety in 
relation to the normal heart)? 


(1) Pain and distress in the heart 

region, usually “sticking” or “pinching” 
usually out toward the apex; 

(2) sighing respiration—“...I feel as 
though I can’t get enough air’; 

(3) palpitation or heart consciousness; 
(4) tachycardia or occasional irregularity 
(missed beat); (5) fatigue—as tired 

in the morning as at bedtime. 
Source — Weiss, E.: Geriatrics 7]:151, 1956. 


a “...drug of choice for mildly 
disturbed ambulatory patients... .”! 


calmative NOSTYN 


Ectylurea, AMES 
(2-ethyl-cis-crotonylurea) 


“From our work with neurosedatives, we 
feel that ectylurea [NostyN] is the drug 
of choice for mildly disturbed ambulatory 
patients because of its low-sedative and 
high-hypnotic dosage range and its 
absence of untoward side-reactions.”! 

NOSTYN is a mild, nonhabit-forming 
tranquilizing agent of very low toxicity, 
which induces daytime sedation without 
mental depression... .”2 


(1) Ferguson, J. T.: J.A.M.A. 165:1677 (Nov. 30) 1957. 
(2) Bauer, H. G.; Seegers, W.; Krawzoff, M., and 
McGavack, T. H.: A Clinical Evaluation of Ectylurea 
(NostyNn), New York J. Med., in press. 

dosage: Adults: 150-300 mg. (% or 1 tablet) three 

or four times daily. Children: 150 mg. (2 tablet) 

three or four times daily. 

supplied: 300 mg. scored tablets, bott!es of 48 and 500. 


\ AMES COMPANY, INC ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


47758 
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essential ally of the doctor 
in relieving anxiety, tension 


perphenazine 


™, an ‘agent of choice in treating tension at ety” 


e effective without somnolence 


e allows the patient to continue his normal activities 


" t TRILAFON Tablets—2 mg. and 4 mg.; bottles of 50 and 500. 
TRILAFON REPETABS,” 4 mg. for prompt effect 

» in the outer layer and 4 mg. for prolonged action in the 

ee ‘ timed-action inner core; bottles of 30 and 100. 


For complete details on TRILAFON consult Schering literature. 


(1) Marangoni, B. A.: Am. Pract. & Digest Treat. 8:1959, 1957. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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Now in one instrument... 4 . 


a safe, soothing high frequency 
current for painless sedation 
without drugs and a powerful 
convulsive current at the 

very least as efficient 

as the strongest AC machine, 
but with increased safety 

due to automatically 

reduced side effects. 


MODEL SOS 
REITER SEDAC-STIMULATOR 


Now with Model SOS, Reiter SedAc- 
Stimulator, sedative and convulsive 
therapies may be given with one ma- 
chine. A one knob control with a safety 
spring lock permits simple transition 
from sedative to convulsive currents. 


In ECT, the significantly increased 
efficiency of the Reiter unidirectional 
current offers greater therapeutic and 
convulsive effectiveness. 


Patients may be treated so they are 
quickly clear and bright following 
treatment ... apnea, thrust, agitation 
and confusion are notably minimized. 


The Reiter SedAc current establishes 
better transference ... patients fears 
are relaxed ...they become com- 
municative. 


Anxious aversion to EST is greatly 
minimized by application of the 
SedAc current prior to treatment. Only 
the gentle SedAc stimulation is 
remembered. 


Literature available on request. 
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MODEL SOS PROVIDES FOR: 


CONVULSIVE THERAPY 
maximum convulsive and 
therapeutic efficiency 


NON-CONVULSIVE THERAPIES 
ELECTRO-SLEEP THERAPY 


FOCAL TREATMENT 
unilateral and bilateral 


MONO-POLAR TREATMENT 
non-convulsive or convulsive 


“ BARBITURATE COMA 
by and other respiratory problems 


MILD SEDAC 
without sedation 


DEEP SEDAC THERAPY 


with sedation 


PRE-CONVULSIVE SEDAC 
for anxious patients 
who resist EST 


POST-CONVULSION SEDAC 
for deep sleep 


NEUROLOGICAL CONDITIONS 


Model SOS contains the Reiter uni- 
directional currents and three new 
SedAc ranges as part of the single 
selector control. Model S is available 
without the SedAc ‘current (may be 
used with separate SedAc attach- 
ment). The SedAc is also available 
as a self-powered instrument. 


REUBEN REITER, Sc.D 


64 WEST 48th STREET, 
NEW YORK 36, N. Y. 
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this discharged mental 
patient may suffer a 


relapse 


This man was fortunate in finding 

a good job after his discharge from 
the hospital. The job keeps him busy, 
however, and he often forgets his 
mid-day maintenance medication. 

His neglect may cause a relapse. 


Kris! reports that the sustained, 

10- to 12-hour therapeutic effect of 
one oral dose of “Thorazine’ Spansule 
capsule medication “. . . enables the 
patient to omit the inconvenience 

of the mid-day dose and also insures 
a more even distribution of the 

effect of [‘“Thorazine’ |.” 


One ‘Thorazine’ Spansule capsule 
taken on arising provides all-day 
protection against the breakthrough 
of symptoms and eliminates the 
“forgotten dose” which may impede 
the patient’s readjustment. 


“Thorazine* 


chlorpromazine, S.K.F. 


Spansule* 


sustained release capsules, S.K.F. 


30 mg. 75 mg. 150 mg. 200 mg. 300 mg. 


Smith Kline & French Laboratories, Philadelphia 


1. Kris, E.B.: Simplifying Chlorpromazine Maintenance 


Therapy, Am. J. Psychiat. 114:836 (March) 1958. 
*T.M. Reg. U.S. Pat. Off. 
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‘Compazine’ Spansule capsules provide: 


¢ Timesaving administration in the hospital—only one or 
two doses daily. 


e Rapid onset of action—as fast as tablet medication. 


¢ Sustained therapeutic effect—continuous action for 10 to 
12 hours. 
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NEW 30 mg. ‘Compazine’ Spansule capsules are especially 
useful in psychiatric patients x require 30 mg. or more of 
‘Compazine’ daily. 


Compazine* Spansule* 


prochlorperazine, $.K.F. 
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. 


sustained release capsules, $.K.F. 


*T.M. Res. US, Pat. Off Smith Kline & French Laboratories, Philadelphia 
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RESEARCH IN STATE MENTAL HOSPITALS * 


PAUL H. HOCH, M.D.? 


Very little has been written in the field 
of research in psychiatry in state mental 
hospitals. This is rather surprising because 
state mental hospitals treat the bulk of psy- 
chiatric cases. This is probably due to the 
fact that until recently the organization and 
staffing patterns of such hospitals were not 
geared for research activities. 

One type of research going on in state 
hospitals today can be classified as in- 
dividual research carried out by staff mem- 
bers without the aid of special research 
departments or elaborately organized pro- 
grams. Research in the last century and in 
the early part of the twentieth century 
usually was organized around research 
done by individuals. These projects were 
essentially clinical, or if neuropathological, 
biochemical, or other non-clinical investi- 
gations were involved, they were carried 
out by the research worker himself with 
the aid of technicians. Gradually this type 
of research has moved into the background 
and has been replaced more and more by 
research programs requiring large organiza- 
tional schemes, research teams, and elab- 
orate research administrative setups. In 
many instances individual research has 
changed to a multi-disciplinary pattern. 
Some of this so-called modern type of 
research is definitely needed, but it is also 
questionable whether or not it should re- 
place the older, simpler, and in many 
instances, more creative research work of 
the past. 

It is claimed that because research has 
become so complex and so many scientific 
skills are needed for its accomplishment, a 
solitary research endeavor unless connected 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Cal., May 
12-16, 1958. 

2 Commissioner of Mental Hygiene, State of New 
York; Professor of Clinical Psychiatry, College of 
Physicians and Surgeons, Columbia University. 


with instrumentation is outmoded and non- 
contributory. It also has been claimed that 
clinical research has not been able to pro- 
duce many new results and that only basic 
research or social research—in other words, 
primarily non-clinical research—will be able 
to contribute to our psychiatric understand- 
ing. Quite often it is mentioned that team 
research leads to an effective cross-fertiliza- 
tion of ideas. However, the cross-steriliza- 
tion aspect of this approach usually is not 
mentioned. In many places team research 
is being replaced by a committee type of 
research in which individual originality and 
perspective is subservient to a group- 
leveling process. I do not say that this 
approach should be abandoned, but it 
should not monopolize the field to such an 
extent that productive individual research 
is frowned upon and a successful research 
is visualized only if done with a very 
elaborate apparatus. 

Large scale research projects are a neces- 
sity in validating findings obtained on a 
small number of patients. However, this 
does not mean that observations made on a 
few cases are of no importance and un- 
worthy as research undertakings. It is ob- 
vious that many clinical case reports are 
not written primarily from a research point 
of view. Nevertheless, they are valuable if 
one is aware of this point and does not use 
reports on a few cases for purposes of gen- 
eralization. Great difficulties in many psy- 
chiatric research conclusions are at times 
the non-awareness of individual variations 
on the one hand or the great preoccupation 
with minor individual differences on the 
other. This is a very complicated issue and 
if not taken into consideration, often inter- 
feres with research results. For instance, 
every schizophrenia is an individual prob- 
lem with unique features. Nevertheless, 
many features in these cases occur in many 
patients and therefore permit certain gen- 
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eralizations. What is the unique feature and 
what is a more collective one is not always 
well differentiated and can lead to erro- 
neous conclusions. 

Very often the question is asked what 
kind of research should be done in an 
organized fashion in a state hospital. This 
depends entirely on the available facilities. 
Basically speaking, any type of research 
is feasible if the designs are in harmony 
with the hospital patient material and 
organization. Some of the designs in this 
respect are not always realistic. For ex- 
ample, research on outcome in schizo- 
phrenia needs a great deal of material 
exceeding the number of available patients 
in a single hospital, and in order to arrive 
at definite conclusions the case material of 
many hospitals must be pooled. If many 
variations are introduced in a research de- 
sign it is important to find a sufficient num- 
ber of cases. If age, sex, intelligence, and 
certain emotional traits are evaluated, this 
necessarily must lead to a screening of 
large numbers of patients. This is not al- 
ways done and sometimes conclusions are 
drawn based on insufficient case material. 
Many investigators in state hospitals are 
aware of the use of controls, but the use 
of controls is sometimes misleading. Very 
often controls are selected which match 
only the diagnostic groupings of the pa- 
tients in a research experiment and other- 
wise are quite different. These cannot be 
considered true controls. Psychiatric diag- 
nostic categories are broader than in other 
fields and therefore diagnosis alone is not 
sufficient for control purposes. A patient 
diagnosed as schizophrenic is not auto- 
matically a control for another schizo- 
phrenic because many features, even 
though the diagnosis is identical, could still 
differ. In many research designs it would 
be preferable if the same patient were used 
as his own control provided all factors 
except the experimentally-induced ones 
could be kept constant. 

It is obvious that if a state hospital 
engages in large scale organized research 
they necessarily should have a research 
organization to conduct such activities. The 
most important person here is the head of 
the research division. Such a person should 
have above-average curiosity, imagination, 


and critical faculties. This should apply not 
only to the work of others, but also to his 
own approach. He should be able to work 
out research designs and anticipate the cri- 
ticism of others. One of the most important 
character traits of such a research director 
should be his honesty. It is regrettable that 
in certain positions we have “research oper- 
ators or manipulators” who regardless of 
how clever they are, do a great deal of 
damage. This ethical requirement in re- 
search was self-evident in the past. Un- 
fortunately it is not as self-evident in the 
present and therefore I want to emphasize 
this trait. Perhaps temptation is greater 
today than in the past when research funds 
were not given for a certain purpose by 
certain sources to prove something valid. 
Research thrives only in an honest en- 
vironment. 

The head of the research should be a 
well trained physician who has an under- 
standing of research methodologies and in 
the disciplines he employs in addition to 
his knowledge of psychiatry. He must be 
a good clinician and therefore not com- 
pletely dependent on other psychiatrists in 
clinical evaluations. He should not be a 
psychiatrist with no knowledge or training 
in other disciplines and therefore be at the 
mercy of other scientists—for example, bio- 
chemists or social scientists who may trans- 
mit findings to him which he is not able to 
evaluate. It is unfortunate that many of the 
clinical links in much research are weak 
and thereby explain the inadequacies of 
some of the more elaborate research pro- 
jects. 

Organization of research is done differ- 
ently in different hospitals. Nevertheless, 
certain patterns have emerged. One is the 
completely independent organization of a 
research division which is usually found in 
hospitals where there is no central research 
organization in the Department of Mental 
Health. In states where several hospitals 
have research divisions, a combination of 
a central and local administration pattern 
is in evidence. We believe it is important 
to emphasize that the local units should 
have autonomy and be free in their research 
pursuits. On the other hand, the director 
of the central office research division should 
have the overall responsibility of integrat- 
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ing the different research units into a com- 
prehensive whole in order to coordinate 
research on a state level and to relate these 
research activities to other state agencies. 
In large research organizations this rela- 
tionship between a central and local re- 
search division has not been fully resolved 
and experimentation is going on to find 
the optimum and effective pattern. How a 
research division in a state hospital can be 
independent and at the same time depend- 
ent on the central office awaits further 
organizational experimentation. 

If I turn now to some of the organiza- 
tional issues on the local level, the best 
policy to follow is to have the research 
division make a protocol on a research pro- 
ject similar to that used when applying for 
funds from an outside source. Of course, 
here they have far more independence and 
flexibility than if dependent on outside 
money sources. Psychiatric research today, 
and perhaps research in other fields, is in- 
fluenced by some factors which were not 
as conspicuous in the past. Sometimes the 
research orientation is based on publicity 
or research interests in certain fields. This 
leads to a type of “fashion” in research 
which then concentrates on certain diseases 
or certain research approaches because it 
is “fashionable” or in vogue to do work in 
these particular areas. If any leads are dis- 
covered a certain crystallization of research 
is inevitable. However, I do not have in 
mind here this type of concentration of 
research interests, but more the fashion 
trends which then lead to the selection of 
certain areas for research and avoidance 
or neglect of others. It is rather interesting 
that in mental deficiency, alcoholism, and 
narcotic addiction far less research has been 
done than in cther fields of psychiatry. 

At present a great deal of research is 
going on in the use of drugs in psychiatric 
therapy. This is highly desirable, but at 
the same time it should not become so 
dominant that other research trends are 
not followed. I feel that it is important 
to promote the diversification of content and 
techniques. At the same time if there are 
several research divisions in a state hospital 
system it is advisable that they become 
identified with a special type of research 
approach or by devoting time and concen- 


tration on certain disorders. Here I have in 
mind a research unit with long-range pro- 
grams in connection with geriatric prob- 
lems, schizophrenia, depression, etc. This 
would counter-balance the pure project ap- 
proach. Today there is a great danger in 
the tendency to standardize research, 
assuming that certain topics or certain 
forms of protocol are the only acceptable 
ones to granting agencies. This standardiza- 
tion tends to eliminate originality in design 
and is unfortunately able to make research 
interests and approaches uniform every- 
where at least for the time being. This re- 
search stereotype is unwarranted and be- 
cause we see it growing we should do more 
about the prevention of its spread. 

Other factors increasingly influencing 
research are public pressures. These pres- 
sures come from non-professional groups 
interested in the field of mental health, 
foundations granting funds, writers, news- 
papers, and magazines. They sometimes 
arrive at the conclusion that research should 
be concentrated in certain fields. These 
fields are usually those which for some 
reason or other are in the public eye and 
where it is expected that the particular 
research should pay off quickly to solve the 
problem. Even though some of these in- 
fluences are constructive at times, all in all 
I believe they are not. Command research 
performances under different pressures 
very rarely succeed. Very often it is over- 
looked that research cannot be bought 
simply by money or personnel, but that 
certain research ideas and techniques have 
to progress to such a degree as to be able 
to organize them for a break-through in 
certain fields. It is highly questionable that 
any amount of money or personnel could 
have solved problems in schizophrenia in 
the early 19th Century because the soil 
was not yet prepared for them. 

Another issue I would like to touch upon 
is the ever-increasing field of public re- 
lations. As scientific activity and knowledge 
increase, the public naturally wishes to re- 
ceive more information. Because they are 
supporting research directly or indirectly, 
they are, of course, entitled to information. 
Here the majority of research workers fol- 
low professional standards adapted to 
modern conditions. A minority, however, 
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discredit the serious research workers by 
unduly publicizing their own endeavors or 
by exaggerating the significance of certain 
findings far out of proportion to their 
value, intimating or outright stating solu- 
tions have been found for certain mental 
or emotional disorders when it is obvious 
to the initiated that this is not the case. As 
research in psychiatry becomes a larger and 
larger operation, it must accept the respon- 
sibility which goes with a conscientious and 
intelligent publicity. 

Research in a state hospital is important, 
not only in considering accomplishments 
of its own, but in relationship to other func- 
tions of the hospital. A research division in 
a hospital can contribute to a better evalu- 
ation of treatment methods or other opera- 
tional aspects of hospital organization and 
can be used advantageously as a liaison 
with medical schools or other academic 
organizations. These in turn can contribute 
greatly to the hospital’s functioning and 
reputation. 

In this connection I also have to mention 
the linking of research to training. Some 
feel that research should not be mixed with 
training functions; others have just the 
opposite view. I believe the research divi- 
sions in state hospitals could train some 
selected physicians and other personnel in 
research methodology and _ procedures. 
With this in mind it would be possible to 
broaden the research function of the divi- 
sion. In a general way they could also give 
the hospital staff information about psychi- 
atric research and how it relates to service 
functions of the hospital. This type of in- 
service training of non-research staff mem- 
bers by the research division has not been 
done in many places and probably it would 
be very worthwhile to organize such a pro- 
gram. I am aware of the reluctance, and I 
may say justified reluctance of many re- 
searchers, not to get involved with too much 
teaching and training activity because it is 
common that such activities then gradually 
reduce the research activity. It is, of course, 
easier to teach than to work laboriously 
upon some idea. Teaching should remain 
always a secondary function for a research 
program and should not be confused with 
research itself. 

I may add that some similar observations 


can be made on research administration 
and research itself. Research administra- 
tion is a very important and ever-expanding 
function. Because research today involves 
many people, the application of many 
different scientific methods and the great 
deal of money expended, it is not con- 
ceivable without a proper administrative 
apparatus. On the other hand, this re- 
search apparatus should not become so 
great and involved that it replaces actual 
research. In some places the evolvement of 
blue prints for research and the discussion 
of organizational schemes or the delivery 
of lectures on its accomplishments are grad- 
ually replacing the primary function of a 
research division. Even though I am not 
in agreement with purists who would like 
to isolate research from other activities, 
we are aware of all the dangers of dilution 
and substitution which can occur. In such 
instances research programs are only a 
front with little or no constructive activity 
and often are used for other purposes. 
The time has come for the investigation 
of how far psychiatric research should be 
taught in an organized fashion. Most re- 
search workers in this field have gradually 
acquired these skills, have attended certain 
courses, and in particular have worked in a 
research setup. This was the way in which 
research skills were acquired in the past 
and with very successful results. There is a 
question, however, that the intricacies and 
complexities of present-day research need 
a more elaborate training in research 
methodology in the different scientific 
approaches used in psychiatry and in re- 
search administration. Even if we do not 
feel that research as such should be taught 
but leave it to the individual to gather all 
the tools which he believes he needs for 
his particular approach, we will have to pay 
more attention to the problem of adequate 
evaluation of research achievements. Not 
enough stress is made in psychiatric re- 
search on evaluation of procedures. We 
cannot emphasize this strongly enough. 
The questionable value of many therapeutic 
or other procedures in psychiatry is prob- 
ably due to the fact that certain research 
methodologies are known only to few 
people whereas those in everyday clinical 
practice are not sufficiently indoctrinated 
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by a clinical evaluative methodology and 
therefore they often advocate therapeutic 
methods and techniques which do not rest 
on sound fact-finding. 

I think the great interest in research- 
psychiatry today can be capitalized upon 
to evolve better research organizations than 


in the past and to establish more research 
facilities than we have had. I do not be- 


lieve, however, that the dissemination of 
psychiatric research facilities and knowl- 
edge should be done simply by saying that 
we are doing research and entrusting this 
function to well-meaning, but inadequately- 
trained persons. The quantity of research 
never will replace its quality and even 
though we are all interested in a quantita- 
tive expansion in this field we do not wish 
to sacrifice quality. 
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APPRAISAL OF THE “TRANQUILIZERS” AND THEIR INFLUENCE 
ON OTHER SOMATIC TREATMENTS IN PSYCHIATRY * 


LOTHAR B,. KALINOWSKY, M.D.? 


The proper place of the so-called tran- 
quilizers and other new drugs in psychia- 
tric therapy cannot be determined by 
simply following the literature. There is a 
vast discrepancy between their appraisal 
by some psychiatrists in large institutions 
and by others using them in private prac- 
tice. There is an even greater discrepancy 
between newspaper stories about conquer- 
ing mental illness with the help of the new 
drugs and the clinical experience of many 
psychiatrists who realize the limitations of 
our pharmacotherapeutic efforts. There are 
the claims that the new drugs have done 
away with such unpopular treatments as 
ECT, while a look into the treatment cen- 
ters of most psychiatric hospitals shows 
continued wide application of this and 
other treatments which have been called 
a thing of the past. There is also the mis- 
conception that progress in biochemical 
brain research led to the discovery of the 
presently available drugs, and that it opens 
the road to new discoveries, while actually 
the two large groups of “tranquilizers”, the 
phenotuiazines and Rauwolfia derivatives, 
were found empirically like all other treat- 
ments in psychiatry, and continue to be 
unrelated to anything known about the 
biochemistry of the diseases we are treat- 
ing. The confusion is heightened by the fact 
that it is not clear what should be included 
in the group of “tranquilizers”. The name is 
not even proper for the two original groups 
of phenothiazines and Rauwolfia drugs, 
yet the term “tranquilizer” is now being 
applied indiscriminately to such drugs as 
meprobamate which, although very useful, 
closely resembles the barbiturates and other 
sedatives, including the danger of addic- 
tion as well as the occurrence of such with- 
drawal symptoms as psychoses and con- 
vulsions. This sketchy outline of contradic- 
tions in the field of pharmacotherapy in 
psychiatric disorders makes it imperative 

1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
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for the clinician to arrive at clearer con- 
cepts, and to define more clearly the place 
of the various new drugs in our therapeutic 
armamentarium. It is imperative to inte- 
grate the new pharmacotherapeutic possi- 
bilities with such older somatic treatments 
as insulin coma treatment, pharmacological 
and electric convulsive therapies, and the 
prematurely abandoned psychosurgery, and 
to clarify to what extent the new drugs 
have changed the indications for the older 
treatments. 

Much of the literature available on the 
new drugs shows certain shortcomings such 
as the emphasis on large numbers of pa- 
tients treated, a lack of psychopathological 
observations in individual cases, and ab- 
sence of clinical experience with other ways 
of managing the type of patients responding 
to the drugs. The emphasis on large figures 
is understandable if we realize that the 
most convincing results are achieved in a 
group mostly seen in large institutions, 
namely chronic schizophrenics. Nobody will 
question the value of the phenothiazines 
and, to a lesser degree, of the Rauwolfia 
derivatives in chronic disturbed schizo- 
phrenics. However, a survey of experience 
here and abroad shows amazing discrep- 
ancies even in this group of patients. Re- 
sults are spectacular in our large under- 
staffed institutions, where individual treat- 
ment has not been feasible to any great 
extent. Here the drugs are a godsend, and 
not only reduce symptoms by their own ac- 
tion but they make many more patients 
accessible to work therapy and other 
means of treatment. It was obvious that 
under these circumstances hospital sys- 
tems like the one in New York, were 
able for the first time in years to de- 
crease their hospital population. It is fre- 
quently forgotten, however, that the State 
of Kansas, for instance, prior to the advent 
of the drugs, was able to achieve the same 
result when, as repeatedly pointed out by 
W. Menninger, with the help of better 
equipped medical and other personnel more 
individualized treatments could be applied. 
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Such advances in hospital management 
tended to minimize the influence of the 
drugs in discharge rates in many hospitals 
abroad, where smaller hospitals and a far 
better patient-doctor ratio achieved higher 
discharge rates long before the drugs were 
introduced. 

The purely symptomatic effect of the drugs 
is usually recognized. It is true that also the 
shock treatments were never considered as 
specific methods for the treatment of the 
major psychoses. Yet, an obvious difference 
should not be overlooked. A catatonic ex- 
citement responds to a few electric con- 
vulsive treatments in the same way as a 
catatonic stupor, and both syndromes clear 
up in a predictable number of treatments 
in the vast majority of cases, thus sug- 
gesting at least some kind of specific effect 
on the disease rather than on individual 
syndromes, as temporary as this effect may 
be. On the other hand, the tranquilizers or 
neuroplegic drugs deal effectively with the 
catatonic excitement, but they have nothing 
or very little to offer in a patient slowly 
withdrawing into a catatonic stupor. The 
same observation can be made regarding 
manic-depressive psychoses, where the 
tranquilizers are extremely effective in the 
manic phase, but are more or less useless in 
the depressive phase, while both phases of 
the disease respond to ECT, though per- 
haps to a different degree. This again sug- 
gests a more specific effect on the disease 
process by the convulsive treatments than 
by the drugs. The practical conclusion 
which has found more and more accept- 
ance, seems to be that the drugs have their 
main value in excitements and aggressive- 
ness, and as Freyhan pointed out, in all 
conditions characterized by hypermotility, 
while they are hardly effective in patients 
with hypomotility and affective retarda- 
tion. This must be emphasized because 
it is amazing to see the wholesale medi- 
cation of all types of patients in some 
of our institutions. The practicing psy- 
chiatrist often achieves the most grati- 
fying results in blocked or retarded 
patients under heavy “tranquilizing” medi- 
cation by simply withdrawing the 
drugs which had been indiscriminately 
dispensed when these patients were dis- 
charged from the hospital. 


While in the past, maintenance treatment 
by means of an occasional electric shock 
had had an important place in chronic 
schizophrenics, it could be largely replaced 
by the simpler and, as a continuous treat- 
ment, more satisfactory pharmacological 
approach. There are, however, indications 
left even for such maintenance electric 
shock therapy. Patients who have a tend- 
ency to withdraw every few weeks can 
still be best prevented from falling into a 
catatonic stupor by such maintenance ECT, 
and also patients who after discharge from 
the hospital neglect to take medicine, or 
who are prevented by its side-effects from 
living an active and useful life, may still 
benefit from an occasional maintenance 
ECT. This shows that even in this most 
convincing area of application of the newer 
drugs indications remain for the older 
methods in well selected cases. 

In the chronic schizophrenic patient in- 
sulin coma and ECT have never shown very 
convincing results. Both types of treat- 
ments, even when adequately applied, are 
effective only during the first year of ill- 
ness, and, therefore, have negligible results 
with chronic patients as far as lasting re- 
missions are concerned. In chronic schizo- 
phrenics psychosurgery had its widest ap- 
plication. Therefore, the question arises 
whether psychosurgery can also be re- 
placed by the drugs. Our experience sug- 
gests that this can be done in the majority 
of cases, but that there are numerous in- 
stances where psychosurgery is still indi- 
cated, although in our opinion psycho- 
surgery never had its best results in the 
chronic schizophrenic patient for whom it 
had been originally recommended. The 
deteriorating effect of the schizophrenic 
process is often increased by the personal- 
ity changes due to frontal lobe surgery. 
However, there have been many cases, par- 
ticularly in the paranoid group, in whom 
deterioration was not severe enough to 
interfere with a good postoperative result. 
In this group there are patients who do not 
respond well to pharmacotherapy, and 
others who refuse to take medication after 
they have left the hospital. Careful study 
of chronic schizophrenics will show many 
instances where psychosurgery is still in- 
dicated. We also agree with Sargant that 
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a patient after a smaller psychosurgical 
intervention can be often more useful so- 
cially and able to enjoy life better than a 
patient who has to be kept under drugs 
which frequently interfere with his initia- 
tive, or make him uncomfortable. 

Patients with an acute episode of schizo- 
phrenia offer entirely different problems. 
Here insulin and electric shock continue 
to be important means of treatment. It is 
surprising how little emphasis has been 
placed on a clear distinction between 
chronic and acute schizophrenics in many 
pharmacotherapeutic reports from large 
mental institutions. In a recent symposium 
held at the International Congress in Zurich 
on the changing indications of somatic 
treatments, it was the consensus among 
psychiatrists with broad clinical experience 
gained in different countries that in schizo- 
phrenia presently available drugs cannot 
replace the shock treatments. There was 
also agreement that insulin coma treatment 
in spite of its technical difficulties and 
dangers still gives the best remissions in 
acute schizophrenics. It is usually combined 
with ECT, although some of us feel that 
long courses of ECT give results equal to 
insulin treatment. It is true that in many 
schizophrenics the most disturbing symp- 
toms can be covered up by the drugs. The 
danger here lies in the already mentioned 
fact that shock treatments, so frequently 
inadequate anyway, become almost in- 
effective after 6 months or one year of ill- 
ness. Therefore, it should be requested 
that if a psychiatrist prefers pharmaco- 
therapy to shock therapy, the drugs be 
withdrawn after 2 or 3 months to determine 
whether the symptoms become again mani- 
fest. If they do, shock therapy should be 
instituted at once. The quicker response to 
ECT is a practical reason for its immediate 
application reducing expense in the hospital 
and loss of working time, in comparison to 
results with the slower acting drugs. A brief 
look into the psychiatric wards of general 
hospitals which have to rely on a quick 
turnover, shows that here shock treatments 
are much more widely applied than in the 
public mental institutions. 

The large group of the psychoneuroses 
has been somewhat neglected in the litera- 
ture on the new drugs in psychiatry. This 


did not prevent the actual dispensing of the 
drugs to neurotic patients assuming enor- 
mous proportions. There is reason to be- 
lieve that psychiatrists in private practice 
are more reluctant than general practition- 
ers to give the drugs to their neurotic pa- 
tients, often because of prejudice against 
any form of somatic treatment in pa- 
tients undergoing psychotherapy. It seems 
that psychiatrists with experience in 
pharmacotherapy of psychotic hospital pa- 
tients are more willing to prescribe these 
drugs to the neurotic patient in adequate 
doses. But even here, results are disappoint- 
ing when compared with results in many 
psychotic patients. It could have been ex- 
pected that anxiety as the most prominent 
symptom in neursoses would respond well 
to the so-called tranquilizing drugs. This is 
frequently not the case. If some patients re- 
spond well, it must be remembered that any 
psychological or somatic treatment will in- 
fluence a certain percentage of neurotic 
patients. Also neurotics under drugs re- 
ceive simultaneous psychotherapy which 
makes it more difficult to assess the effect of 
the drugs. In the neuroses the drugs do 
not have to compete with the shock treat- 
ments which had hardly any indication in 
this large group of patients. The only ex- 
ception is perhaps the use of subcoma 
insulin treatment in some acute neurotic 
reactions, where, however, a few injections 
of chlorpromazine will be more effective. 
In more acute psychoneurotic depressions 
the drugs should be avoided because such 
patients may become more depressed, more 
driven, and suicidal. 

In the large group of chronic neurotics 
many psychiatrists feel that results are 
rather unsatisfactory. One reason probably 
lies in the unavoidable side-effects of the 
phenothiazines which throw some anxious 
patients into real panic. Such symptoms 
as impairment of motor function, slowing 
of intellectual functioning, feeling of de- 
personalization and other side-effects are 
much more resented by the neurotic than 
by the psychotic patient. The most dev- 
astating influence can derive from dys- 
kinesias such as torticollis, often aggravated 
by an hysterical overlay. More frequent 
and apparently still not sufficiently recog- 
nized is motor restlessness or akatizia in 
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patients under these drugs. This symptom 
of akatizia is characterized by a feeling of 
muscular quivering which makes it im- 
possible for the patients to sit still day or 
night, and which is described by them as 
more difficult to endure than any of the 
symptoms for which they had been orginal- 
ly treated. Acquaintance with this symptom 
of akatizia which often persists for a con- 
siderable time after the drug has been with- 
drawn, is important because it is some- 
times mistaken for an agitated depression 
and wrongly treated with ECT. 

I do not hesitate to make the statement 
that the barbiturates had a more tranquil- 
izing effect on many neurotic patients than 
some of the new drugs. This was demon- 
strated to me recently by a patient whom I 
had successfully treated 12 years ago for 
an acute neurotic reaction by giving her 
a single prescription of phenobarbital. 
When she returned recently with a similar 
reaction she received chlorpromazine un- 
successfully, and then requested herself the 
old prescription to which she responded 
again. Such instances can be multiplied, 
and the often heard question whether the 
neuroplegic drugs which undoubtedly 
represent a progress in the removal of 
certain psychotic symptoms, have anything 
more to offer in neurotic patients than the 
old barbiturates, should be considered very 
seriously. It is in this group of patients that 
many psychiatrists and general practitioners 
prefer the meprobamates (Miltown, Equa- 
nil) to the phenothiazines or Rauwolfia 
drugs. Meprobamates are not neuroplegic 
drugs, although the poorly defined term 
“tranquilizer” is also applied to them. They 
definitely do not belong in the same group 
as chlorpromazine and reserpine, but are 
much closer to the barbiturates. It has al- 
ready been mentioned that, like the bar- 
biturates, meprobamates may not only lead 
to addiction but after sudden withdrawal, 
to withdrawal psychoses and withdrawal 
convulsions. No such observations were 
made in the phenothiazines which, on the 
contrary, are effective means of counteract- 
ing withdrawal symptoms of barbiturates 
and other drugs. Such clinical differences 
make it understandable that the indications 
for these two groups of drugs differ widely, 
the phenothiazines having their main in- 


dications in hyperactive psychoses, where 
meprobamate has little effect, while the 
latter drug, similar to the barbiturates, ap- 
pears to be superior for many neurotic 
symptoms. 

These differences make it improper to 
apply the same term “tranquilizers” to both 
groups. Meprobamate has the effect of a 
sedative. There is little difference between 
the words tranquilizer and sedative, but the 
phenothiazines and Rauwolfia drugs have 
a symptom-removing effect which neither 
the barbiturates nor meprobamate have. 
Therefore, a special term such as “neuro- 
plegic” drugs should be reserved for the 
first two groups which alone represent a 
new pharmacotherapeutic approach. 

In severe neuroses of long standing, par- 
ticularly of the obsessive-compulsive type, 
psychosurgery had most gratifying results. 
It is obvious that intensive pharmacothera- 
peutic efforts must be made in these pa- 
tients before surgery is considered. Our 
experience shows that some of these pa- 
tients in whom everything else has failed, 
can be kept on a fairly good level with 
adequate medication. However frequently 
the dosage necessary is so high as to make 
functioning of the patient impossible, In 
other cases the effect of the drugs remains 
unsatisfactory. A fair percentage of these 
patients still need a modified lobotomy, and 
it cannot be emphasized enough that this 
group represents the most convincing proof 
that psychosurgery cannot be abandoned. 
The same statement can be made for the 
group of pseudoneurotic schizophrenia. 

A few remarks should be added regarding 
the combination of the drugs with the older 
treatments. ECT is usually considered 
dangerous while a patient is under reser- 
pine and, to a lesser degree, also while 
under phenothiazines. Since no convincing 
proof has been given that such a combina- 
tion is therapeutically more effective, there 
is no reason to take such risks. Shock treat- 
ments and drugs can be tried one after the 
other, usually pharmacotherapy first, fol- 
lowed in case of failure by shock treatment. 
There are instances where the drugs are 
successful after failure of shock therapy. I 
also know of cases, where pharmacotherapy 
had been ineffective before ECT but suc- 
cessful after ECT had been applied with 
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only temporary result. Such observations 
demonstrate convincingly that no rigid 
rules can be set up in our therapeutic 
endeavors. 

Chlorpromazine and reserpine given af- 
ter psychosurgery sometimes improve the 
results of the operation. It has been noticed, 
however, that lobotomized patients are apt 
to react to chlorpromazine with occurrence 
or recurrence of convulsions. It seems ad- 
visable to combine institution of such 
medication with small doses of dilantin. In 
most lobotomized patients those symptoms 
which are liable to respond to pharmaco- 
therapy have already been removed by 
the operation. Therefore, indications for 
pharmacotherapy after psychosurgery are 
rare, 

The various statements made in this 
paper are based on clinical observation of 
many individual cases. Our clinical experi- 
ence before and after the introduction of 
the new drugs confirmed to us convincing- 
ly the statement by Sargant that we must 
see all new advances in psychiatric therapy 
as additions rather than as replacements of 
still valuable older methods. 
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DISCUSSIONS 


Natuan S. Kune, M.D. (Orangeburg, 
N. Y.) — I would preface my specific criti- 
cisms of this paper by pointing out that I 
believe the role of a discussant should be a 
critical one. There appears to be nothing con- 
structive in an effusive statement adding up to 
“you didn’t say anything, but you said it most 
beautifully.” The critical remarks are directed 
at the paper and not at the individual.1 

My first point of disagreement is the state- 
ment that neither biochemical nor brain re- 
search have produced any valuable leads in 
respect to psychiatric therapy. Since in one 
or two cases at least I have been directly in- 


1 At the request of the editor some of the points 
are stated more circumspectly than in the original 
presentation. 


volved with the psychopharmacology of which 
Dr. Kalinowsky is so critical I can correct 
his misapprehension on the basis of personal 
knowledge. The introduction of the psychic 
energizers resulted from experiments being 
carried out in the animal laboratory on the 
mode of action of reserpine. These animals 
were being “Marsilinized” (given iproniazid) 
and it was our observation of their clinical 
reactions which was one factor in our trying 
the drug in depressed patients. The other 
factor was the knowledge of the action of 
amine oxidase inhibitors which also resulted 
from “brain research”, 

Dr. Kalinowsky says “the absence of clinical 
experience with other ways of managing the 
type of patient responding to the drugs” has 
led to abuse of the pharmaceuticals. I be- 
lieve this to be very definitely untrue since 
state and private hospital psychiatrists were 
managing this type of patient not only before 
the introduction of modern pharmacotherapy 
but even before the introduction of electric 
shock. He continues, by saying “the practicing 
psychiatrist often achieves the most gratifying 
results in blocked or retarded patients under 
heavy ‘tranquilizing’ medicine by simply with- 
drawing the drugs which had been indiscrim- 
inately dispensed when these patients were dis- 
charged from the hospital.” It certainly may be 
true that occasional patients are not adequately 
handled by the percentage of patients mal- 
treated is certainly at least as high among pri- 
vate practitioners. There seems little construc- 
tive purpose in attempting to impose a gap be- 
tween the state hospital physicians and those 
in private practice. 

The paper also contains a number of apodic- 
tic statements such as his reference to the 
fact that hospitals outside of the United States 
have not achieved the same results as those 
in this country. In point of fact, among the 
European hospitals which I have visited, the 
opposite is the case. In Denmark, for instance, 
for the first time in the history of the mental 
hospital system there are actually vacancies. 
The same is true in hospitals in parts of 
Switzerland. In a recent article by Ginsburg 
similar gratifying results were reported for the 
mental hospitals in South Africa. Dr. Kalinow- 
sky also is critical of the use of drugs on the 
basis of their “expense” yet such treatments 
are infinitely less expensive for the individual 
patient than either intensive psychotherapy or 
electric shock treatment. He states further that 
the pharmaceuticals do nothing for most pa- 
tients that placebos would not do and his 
statement that he prefers barbiturates to any 
of the new medications would not be con- 
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curred in by the overwhelming majority of 
physicians. He also states that at times he 
prefers a “small psychosurgical intervention” 
to the use of drugs. A “small” psychosurgical 
intervention strikes me as being very similar 
to “being a little bit pregnant.” Destruction of 
brain tissue is never “small.” 

He recommends that a patient doing well 
on drug therapy should have it withdrawn at 
the end of two or three months to determine 
whether the symptoms will recur. If they do 
recur he then recommends that electric shock 
therapy be used since all the drugs were doing 
was “repressing symptoms.” I am at a loss to 
understand why a patient should be removed 
from a medication which is producing favor- 
able results. Secondly, if the patient is removed 
from medication and the symptoms recur I 
further cannot understand why he should not 
be returned to the treatment which helped him 
initially. Certainly the effectiveness of electro- 
convulsive therapy is not so great that it 
supersedes other methods of treatment since 
otherwise it should have been given initially. 
The widespread use of the psychopharma- 
ceuticals has resulted because of the large 
number of cases for which previous methods 
of treatment have not been adequate. I might 
quote Lord Tennyson who said “God fulfills 
himself in many ways, lest one good custom 
should corrupt the world.” 

Despite my vehement disagreement with 
many of the specific points in the present paper 
I do agree with the overall thesis: namely, 
that other treatments should not be auto- 
matically discarded because something new 
has been introduced. My only regret is that 
Dr. Kalinowsky has overstated his case in a 
manner which detracts rather than supports 
his major thesis. 

Loruar B. Kautinowsky, M.D., (New York, 
N. Y.) — Aside from some actual differences 
of opinion Dr. Kline’s discussion contains a 
number of obvious misunderstandings. 

I have certainly never been critical of psy- 
chopharmacology which I consider unequivoc- 
ally the most important approach in psy- 
chiatry and the most promising one for the 
future of psychiatric therapy. The statement 
which probably led to this misunderstanding 
simply referred to the fact that the two most 
important pharmacological developments, the 
introduction of the phenothiazines and the 
Rauwolfia drugs into psychiatry, were not due 
to any biochemical knowledge of the brain 
but to good clinical observation. 

Nobody could be less accused than myself 
of “attempting to impose a gap between the 
state hospital physician and those in private 


practice”. My whole professional life in psy- 
chiatry defies this statement. The difference in 
the appraisal of the neuroplegic drugs be- 
tween psychiatrists in hospital and in private 
practice is a known fact, and simply results 
from the difference in types of patients. 

Indiscriminate dispensing of the drugs does 
occur, and in such cases the patient will benefit 
from simple discontinuation of the drug. I 
am unable to see where Dr. Kline found in my 
paper criticism of the cost of the drugs, or 
such nonsensical statement that the pharma- 
ceuticals do nothing for most patients the 
placebos would not do. 

After another trip through many psychiatric 
centers in Europe I can only confirm the 
observation obvious to most psychiatrists ac- 
quainted with the literature here and abroad 
that the drugs had a greater impact on our 
large and understaffed institutions than on 
many of the smaller mental hospitals abroad 
which have been in a better position to apply 
extensively the more complicated and time 
consuming previous treatments. This is neither 
a reflection on our state hospitals which are 
doing admirable work considering their great 
handicaps, nor does it diminish the enormous 
advance in psychiatry made by modern psy- 
chopharmacotherapy. 

The practicing psychiatrist sees predomi- 
nantly neurotics who are often not benefited 
by the neuroplegic drugs, or who are made un- 
comfortable by their side-effects. In such cases 
we made the experience, attacked by Dr. 
Kline, that phenobarbital can be more effective. 
It is in this group of neurotic patients that the 
meprobamates are frequently more helpful 
than either the neuroplegic drugs or the bar- 
biturates. 

Dr. Kline! The joke regarding my remarks 
on psychosurgery is based on a misconception 
of the term “smaller’—not small—operations. 
This term is in general use for those newer 
surgical interventions which have almost com- 
pletely replaced the standard lobotomy by 
Freeman and Watts, and which have consider- 
ably reduced the side-effects of psychosurgery. 
Recent, still unpublished follow-ups on such 
operations tend to confirm that psychosurgery 
still has an important place in many patients. 

I clearly stated why the drugs even if seem- 
ingly effective, should be tentatively with- 
drawn after some time to establish whether 
or not a true remission has occurred. The 
reason given is the fact that shock treatments 
are effective only during the first year of ill- 
ness. I did not limit my remarks on shock 
treatments, as Dr. Kline assumes, to electric 
convulsive therapy but stressed the importance 
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of insulin coma treatment which in the opinion 
of many experienced psychiatrists still gives 
the best remissions in schizophrenia if properly 
applied. Strangely enough, this point has been 
demonstrated most convincingly in Dr. Kline’s 
own hospital by S. P. Alexander and P. M. 
Bindelglass (Dis. Nerv. Syst. 17: 17, July 
1956) whose favorable insulin results in drug 
failures led them to warn against writing off 
insulin, ECT and psychosurgery as obsolete. 

I do not mind Dr. Kline’s criticism of having 


overstated the case for integration of older 
and newer treatments in psychiatry. The 
sweeping conclusion made by some psychi- 
atrists after the advent of the new drugs that 
insulin, ECT and psychosurgery are a thing of 
the past, forced a strong stand by those of 
us who are aware of the shortcomings of all 
treatments, but also the increasingly good 
results when all available methods are used 
and when each treatment is applied at the 
proper time to the proper patient. 
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PSYCHO-PHYSIOLOGIC EVALUATION OF 
PHENYLTOLOXAMINE, A NEW PHRENOTROPIC AGENT. 


A Comparative Study with Reserpine and Placebo 


ALBERTO DiMASCIO, M. A., GERALD L. KLERMAN, M. D., 
MAX RINKEL, M. D., MILTON GREENBLATT, M. D., 
anp JONATHAN BROWN! 


INTRODUCTION 


The past decade has witnessed the intro- 
duction of many pharmacologic substances 
as therapeutic agents in clinical psychiatry. 
The rapidity with which new agents are 
being introduced has made comparative 
assessment difficult. The clinician is often 
unable to choose rationally from among 
the many compounds. The traditional 
methods of pharmacologically evaluating 
drugs by using animal experiments and 
clinical trials on psychotic patients have 
proved of limited value when applied to 
phrenotropic agents. Investigations of “nor- 
mal” humans in controlled non-clinical 
settings are suggested to supplement these 
methods in assessing drugs for psychiatric 
use. 

This paper reports on the evaluation of 
a new phrenotropic agent, phenyltoloxa- 
mine,? by comparing it with reserpine as 
well as placebo controls. The evaluation 
was multidimensional : normal human sub- 
jects being assessed on physiologic, psycho- 
logic, psychiatric, psychomotor and sub- 
jective dimensions. 


PHARMACOLOGIC ASPECTS OF 
PHENYLTOLOXAMINE 

Phenyltoloxamine, N, N- dimethyl-2 
(alpha phenyl-ortho-toloxy )-ethylamine, is 
a benzyl-phenol ether which was first syn- 
thesized in 1949 by Cheney, Smith and 
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Binkley(1) as a possibly effective antihista- 
mine agent. 

Early pharmacologic studies by Hoekstra, 
et al, in 1953(2) showed that the agent had 
antispasmodic and local anesthetic prop- 
erties with a minimum of toxic effects at 
doses which were successful in neutralizing 
the actions of histamines. Although early 
clinical studies centered on its value in 
allergic states(3, 4), mild soporific effects 
were also noted. The use of other antihis- 
taminic agents as “tranquilizers” prompted 
a reexamination of phenyltoloxamine. Re- 
cent studies have shown that phenyltoloxa- 
mine, given previous to mescaline, in- 
hibited catalepsy in dogs and counteracted 
the effects when injected after mescaline. 
In doses of 10 to 15 mg/kg in dogs it also 
produces “a withdrawal type of activity, 
(the animals) being reluctant to allow 
petting”(5). Sainz, in a clinical trial on 
psychotic patients observed that the effects 
of phenyltoloxamine were similar to those 
of reserpine(6). 


METHOD AND PROCEDURE 

Subjects: The subjects (Ss.) were 15 
physically healthy paid volunteer, male, col- 
lege students 18-27 years of age. Ss. were 
told that they would be given a “tranquiliz- 
ing” drug, placebo, or a combination of 
agents. Prior to the investigation they were 
evaluated by the Minnesota Multiphasic 
Personality Inventory, a sentence comple- 
tion test and a psychiatric interview. 

Research Design: Each student was ex- 
amined on 3 experimental days, at one 
week intervals. Each received the 3 agents. 
double-blind technique was _ used. 
Neither the Ss. nor the observers knew 
which agent had been administered. Ro- 
tation of drug administrations was carried 
out using a factorial design(7). 

Each S. received a single oral dose of 400 
mg. of phenyltoloxamine, 5 mg. of re- 
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FIGURE 1 
STRUCTURAL FORMULA OF PHENYLTOLOXAMINE 


serpine or placebo. The doses were selected 
on the basis of the prevailing total daily 
clinical dose for psychiatric patients. 

The daily program consisted of seven 
15-minute physiological recording sessions. 
A recording was made before the agent 
was given. Another recording was made 
immediately afterwards, and others 1%, 3%, 
4%, 5% and 7% hours later. This program 
was used to determine the time of peak 
effects of the drugs in each S. and to chart 
the drug effects over the course of the day. 
Between recording sessions when the Ss. 
were neither being tested nor physiological 
recordings being made, they were in a 
room by themselves and encouraged to 
study or read. Ss. had been instructed to 
bring homework or reading <natter with 
them. 

Methods for Recording Observations : 
The Harvard polygraph, designed by Mr. 
Bernard Tursky, was used for the con- 
tinuous and simultaneous recording of the 
following physiological parameters : heart 
rate, respiration rate, finger skin tempera- 
ture, muscle tension and galvanic skin 
response. Blood pressures were determined 
by a sphygmomanometer, and pupil di- 
ameters under standard lighting conditions, 
were measured after each recording *(8). 
During recording sessions, Ss. were com- 
fortably seated on a reclining chair in a 
temperature-controlled observation room. 
The S.’s behavior was continuously noted 


through a one-way screen and an audio 
system. 

A battery of psychological performance 
and learning tests were given before the 
first recording session and during the in- 
tervals between subsequent sessions. The 
tests were as follows : 


1. Tapping speed—a test(9) which meas- 
ures motor discharge. The Ss. depressed at 
maximum speed a telegraph key which acti- 
vated an electrical counter. The total taps- 
per-minute was recorded. 

2. Pursuit-rotor coordination—a test of 
visuo-motor coordination and steadiness(10). 
The Ss. task was to place and keep a metal 
stylus on a disk revolving at 33 rpm. Total 
time-on-target in seconds per minute was used 
as the measure of coordination. The number 
of times-on-and-off-target per second of time- 
on-target was used as the measure of steadi- 
ness. 

3. Serial addition task—a test of mental 
speed and accuracy(11). The Ss. had to add 
and record the total of successive pairs in 
a column of numbers (i.e., the first and second 
numbers, the second and third, etc.). The 


8 The EKG was used to note the heart rate; 
respiration rate was obtained by means of a strain 
gauge band about the thorax ; skin temperature was 
recorded by a glass beaded thermistor attached to 
the finger ; integrated muscle tension was recorded 
from the frontalis muscle and palmar resistance was 
used as the G.S.R. measure. For a more detailed 
description of apparatus see Progress Report 14-354- 
(C3). 
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total number of pairs added per minute and 
the number of errors were scored. 

4. Competitive paired associate learning 
task—a test sensitive to the disrupting effects 
of “anxiety” (12, 13) was given once a day 5% 
hours after the administration of each agent. 

In this learning task, the S. was required to 
respond to a stimulus word by anticipating a 
response word with which it had been paired. 
Three lists of 16 paired words were used. 
Each list consisted of 8 stimulus-response 
pairs having high associate connections and 
8 pairs having very remote or no associative 
connections. In addition, however, the stimulus 
words of the 8 pairs of words having no as- 
sociative connections were strongly associated 
with the response words of the 8 pairs having 
high associative connections, thus possibly 
interfering in the learning of the high associa- 
tive pairs. (The theory underlying competitive 
paired associate learning is, that in such a com- 
plex learning situation in which there are 
many incorrect response tendencies present, 
those subjects with the greater levels of anxiety 
will have the greater interference in the learn- 
ing of the lists. A reduction of anxiety will 
cause an increase in the rate of learning). 


(i.e.) Sour <————> Sweet 
Bitter Tip 


The order of presentation of the lists was 
rotated to minimize practice effects. 

The number of trials needed to learn the 
lists 100% accurately and the number of errors 
were recorded (14). 


The Ss. were also required to fill out a 
41 item questionnaire about somatic, psy- 
chomotor, affective, emotional, mental and 
intellectual symptoms that they may have 
subjectively experienced. Ss. were given 
the questionnaire after each completion of 
the test battery. The Ss. themselves rated 
the items on a 0 to 3 intensity scale. A 
score for each item was then computed by 
the experimenter by summing up the in- 
tensity ratings of all 15 subjects. For each 
item, therefore, a maximum score of 45 
was possible. Only items with a change 
from the baseline (pre-drug rating) of 5 
or more in the score were arbitrarily con- 
sidered significant. 

Three times during each experimental 
day the S.’s were given a psychiatric inter- 
view : before the agents were administered, 
about 4 to 5 hours afterwards, and at the 


end of the last recording session. The inter- 
views were relatively unstructured, an at- 
tempt being made to explore the S.’s his- 
tory and emotional life. Material known to 
be of emotional import was discussed and 
probed in the attempt to elicit significant 
responses. These interviews were recorded 
verbatim and analyzed independent of all 
other data. In addition, the psychiatrist 
rated the S.’s behavior during each inter- 
view as to state of consciousness, psycho- 
motor activity, emotional expressiveness 
and verbal interaction. 


RESULTS 


Physiological Findings 

Heart Rate: After the administration of 
each agent the heart rate slowed 10% at 1% 
hours, returned to the base level during the 
next hour, and remained there for the rest 
of the day. There was no difference noted 
between the 3 agents in regard to their 
effects upon the mean values of the heart 
rates. (Fig. 2a) 

Respiration : With phenyltoloxamine the 
maximum change in rate of respiration was 
an increase (8%) which occurred after 3% 
hours and subsequently slowed slightly. 
With reserpine the average rate of respira- 
tion decreased during the day. The onset 
of this change was noted within 15 minutes, 
reached a maximum in 3% hours (8%), and 
suddenly returned to about the pre-drug 
level at 5% hours after the drug administra- 
tion. On placebo days the average rate of 
breathing reached a maximum increase of 
9% in 3% hours and declined slightly 
thereafter. (Fig. 2b) 

Muscle Tension : Immediately after tak- 
ing each agent, the Ss.’ muscle tension in- 
creased slightly. With phenyltoloxamine 
the Ss.’ muscle tension had decreased great- 
ly (17%) by the third hour. This relaxation 
continued until 5% hours post-administra- 
tion when there was a sudden return to the 
pre-administration muscle tension level. 
Following reserpine the muscle tension 
gradually increased reaching the maximum 
(23%) during the last recording session. On 
placebo the Ss. showed a gradual but slight 
(7%) relaxation for 4% hours and then re- 
turned to their initial muscle tension level 
by the end of the day. (Fig. 2c) 

Skin Temperature: The finger skin 
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temperature changes which occurred sub- 
sequent to the administration of the 3 
agents were small and inconsistent. The 
maximum change which did occur was a 
rise of 4%, 4% hours after reserpine. 
( Fig. 2d) 

Systolic Blood Pressure: Systolic B. P. 
was lowered more than 10 mm. Hg. in 54% 
of the Ss. after phenyltoloxamine but only 
in 20% after reserpine, and none subsequent 
to placebo. However, because of individual 
variations as to time of peak effect, the 
average value did not reflect the magnitude 
of this difference. The average values re- 
vealed that the greatest decreases in sys- 
tolic pressure were noted after phenyl- 
toloxamine (4% at 3% hours) and that the 
pressure returned to the pre-drug level by 


Fig. 20 HEART RATB 


Mean initial level 
(65. 2: beats per min.) 


the end of the experimental day. No change 
in systolic blood pressure was noted with 
either reserpine or placebo. (Fig. 2e) 

Diastolic Blood Pressure : Diastolic B. P. 
was decreased by 10 mm/Hg. or more in 
18% of the Ss. after phenyltoloxamine or 
placebo while 80% of the Ss. showed a drop 
with reserpine. The average diastolic blood 
pressure was not altered by phenyltoloxa- 
mine or placebo. The averages showed that 
reserpine caused a steady fall in diastolic 
pressure which reached a minimum (a 
drop of 12%) at 5% hours. (Fig 2e) 

Pupil Size: Pupil diameter was con- 
siderably reduced (25%) at 3% hours after 
phenyltoloxamine administration. It was 
slightly constricted with reserpine (7% at 
4% hours), and was unchanged with the 


Fig. 2 RESPIRATION RATE 
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placebo over the course of the day. (Fig. 
2f) 


PHYSIOLOGICAL FINDINGS 


Tapping Speed : Under phenyltoloxamine 
motor discharge was impaired ; a decrease 
of 17% in tapping speed 3% hours after the 
drug administration. The Ss. showed a 
rapid recovery of tapping speed in the last 
testing session. With reserpine and placebo 
no impairment was noted : in fact, a slight 
increase (about 4%) was shown (probably 
residual practice gains). (Fig. 3a) 

Pursuit Rotor-Coordination: With 
phenyltoloxamine, visuo-motor coordina- 
tion was impaired—a decrease of 16% of the 
time-on-target score on the pursuit rotor 


Fig. 2e SYSTOLIC BLOOD PRESSURB 


is Mean initial level” 
(112, 3mm. /hg. ) 

10 

5 


%& CHANGE FROM PRE-DRUG LEVEL 


HOURS AFTER DRUG 


Phenyltoloxamine Reserpine Placebo 


at 3% hours after drug administration. 
During the last testing session, 74 hours 
post-administration, a rapid improvement 
in coordination occurred and the aver- 
age score was 16% over the initial pre- 
drug score. On reserpine and placebo 
days, a continual and gradual increase 
in coordination was noted (27% and 
23% respectively, after 74 hours). The im- 
provement was more rapid with reserpine 
than placebo. (Fig. 3b) 

The steadiness measure, the number of 
times-on-and-off-the target per seconds-on- 
the-target, showed a similar effect. With 
phenyltoloxamine the Ss. at first experienced 
a decrease in steadiness (23% at 4% hours), 
but within two hours they had become 
more steady than they were initially. Under 


Pig. 2e DIASTOLIC BLOOD PRESSURE 


1s Mean initial level 


%& CHANGE FROM PRE-DRUG LEVEL 


ADMINISTRATION 


10 
; 
0 0 
5 5 4 
-10 -10 =: 
> 
-15 
HOURS AFTER: DRUG HOURS AFTER DRUG 
Pig. 2¢ PUPIL DIAMETER 
3 30 Mean initial level 
(4mm, diam.) 
10 
~30 
we 123 45-67 8 3 
43% 


306 


PSYCHO-PHYSIOLOGIC EVALUATION OF PHENYLTOLOXAMINE 


[ October 


reserpine there was at first an increase in 
the steadiness score (31% at 4% hours post- 
drug), after which it began to fall off (a 
drop of 8% between 4% and 7% hours). 
(Fig. 3b) 

Serial Addition : There was no significant 
difference in the number of mental calcula- 
tions per minute under the three agents. 
However, with phenyltoloxamine, the Ss. 
became more inaccurate (67% more errors 
in the 4th and 5th hours) while with re- 
serpine the Ss. increased in accuracy (64% 
fewer errors). During the last two testing 
sessions, the errors made under phenyl- 
toloxamine diminished while errors in- 
creased with reserpine. Changes in the 
number of errors with the placebo were 


inconsistent and not significant. (Fig 3c 
and 3d) 

Paired Associate Learning : The Ss. took 
more trials to learn the competitive paired 
associates lists under reserpine than with 
either phenyltoloxamine or placebo (the 
difference, however, was not quite statis- 
tically significant P-.15) (15). 

The number of errors made while learn- 
ing the lists were less with phenyltoloxa- 
mine than under the placebo. The errors 
under reserpine were significantly greater 
(P-.05)(16) than with phenyltoloxamine, 
but not the placebo. (Fig. 3d) 


PSYCHIATRIC FINDINGS 
Subjective experience: Data on subjec- 
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Mean initial level- 
(.75 errors per min.) 


Fig. 3c SERIAL ADDITION 


Mean initial level 
(53 numbers added per min.) 


Average number of 

TRIALS 
tive experience, mental process, emotional 
change, and bodily feelings were obtained 
through the questionnaire and interviews. 

The 24 items from the questionnaire 
which showed a significant change, and 
the hours at which the peak change oc- 
curred are presented in Table 1. The state- 
ments by the Ss. recorded during interviews 
were analyzed and the results shown in 
Table 2. 

The three agents differed as to degree of 
overall effect as noted by the Ss. Phenylto- 
loxamine had the most pronounced effect 
(12 of the 15 Ss. reported much effect), and 
the placebo the least effect, with reserpine 
intermediate. There was a tendency for Ss. 


Average number of 
ERRORS 


under reserpine to underestimate or not 
be aware of its total effect. 

The timing of the peak of drug action also 
differed among the 3 agents. The peak 
action of phenyltoloxamine occurred about 
4 to 5 hours after administration (see Table 
1) and subsided rapidly, often leaving the S. 
relaxed and sedated in the late afternoon 
and evening. Reserpine actions were slower. 
The first sedation and “tranquilizing” effects 
under reserpine began in 3 or 4 hours, 
followed in the late afternoon by uncom- 
fortable vegetative and autonomic effects 
which often persisted for 12 to 18 hours. 
Timing of placebo effects was variable and 
inconsistent. 
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TABLE I 
Symptom CHEcK List 


Time of ; Time of Time of 
Phenyl. Peak Reserpine Peak Placebo Peak 
Score* Action Score* Action Score* Action 


. Feel drowsy 22 
Feel unsteady 10 
Feel dizzy 
. Coordination impaired 
Muscle weakness 
General weakness 
. Hands, feet heavy 
. Feel as if in a dream 
. Concentration impaired 
10. Integration of ideas 
impaired 
11. Anxiety lessened 
12. Relaxation increased 
13. Less talkative 
14. More talkative 
15. Feel ill in any way 
16. Headache 
17. Nauseated 
18. Nasal stuffiness 
19. Breathing through mouth 
20. Flushed 
21. Hot 
22. Sweating 
23. Palms more moist 
24. Palms less moist 6 
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* Scores Sum of total ratings of 15 subjects 
** Hours after administration of agents 
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TABLE Ila 
Supyective VERBAL REPORT 


DIMENSIONS AGENTS 


Phenyltoloxamine Reserpine 
. Subjective No effect noted 0° 
awareness of Some effect 3 
effect Much effect 12 
. Overall Positive 
attitude Neutral 
Negative 
. Change in Increased 
state of No change 
consciousness Tiredness and/or drowsiness 
Marked sleepiness 
. Quality Comfortable 
of sleep Neutral 
Uncomfortable 
. Effect on Heightened responsiveness 
alertness and No change 
responsiveness Less responsive 
Marked impairment 
. Speech Increased rate 
rate No change 
Slowed rate 
. Motor Increased 
control No effect 
coordination Slowing 
Impaired 
. Restlessness Restless-urge to move 
No change 
. Thinking and Increased 
concentration No change 
Impaired 
. Ability to Normal 
read or study Lessened capacity 
Unable to 
. Feeling of Feeling of unreality 
unreality No change 
. Mood Euphoric-well being 
Normal-neutral 
Apathy-boredom 
Depressed 


_ 
One 


to 


_ 


9 
4 
2 
6 
7 
2 
1 
8 
5 
1 
6 
3 
1 
1 
12 
1 
1 
1 
3 
1 
5 
8 
1 
1 
2 
3 
3 
1 
1 
0 
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* Each cell totals 15 S.’s 
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TABLE IIb 


Supyective Report or Speciric SYMPTOMS 
Pheny!- 
toloxamine* Reserpine* Placebo* 
. Relaxation 4 9 
. Irritable or 
annoyed 
. Weakness 
Warmth or 
feverishness 
. Headache 
. Dizziness or 
light headed 
. Facial flush 
. Visual blurring 
Heaviness of 
eye lids 
. Congested eyes 
. Appetite 
change 
. Nausea 
. Unsteady gait 5 
. Heaviness of 
limbs 3 
* Number of subjects reporting symptom 


The attitude of Ss. to the effects of the 3 
agents varied markedly. Phenyltoloxamine 
was unpleasantly experienced by the ma- 
jority of Ss. (10 of 15). This was attributed 
by them to the degree of drowsiness and 
the associated motor impairment. Reser- 
pine produced diverse effects. The 6 Ss. 
who reported they disliked the effects of 
reserpine were bothered by the vegetative 
and autonomic disturbances. Placebo effects 
were perceived as either neutral or posi- 
tive. 

The Ss.’ reports on their state of conscious- 
ness ranged from alertness to marked sleepi- 
ness. All Ss. were able to rouse themselves 
from sleep and to participate in the testing 
procedures. None experienced hyperalert- 
ness. Phenyltoloxamine produced the most 
pronounced depression on the state of con- 
sciousness, Reserpine gave a less pro- 
nounced effect. Under phenyltoloxamine, 
14 of the 15 Ss. did sleep for part of the 
day, compared to 7 for reserpine and 6 for 
placebo. Quality of sleep was noted by 6 of 
the phenyltoloxamine Ss. to be unpleasant 
or uncomfortable. Although many Ss. re- 
ported a depressed state of consciousness 
as a result of phenyltoloxamine, it was not 
uniformly associated with impairment of 
responsiveness and alertness, indicating 


the Ss. could mobilize energy for purpose- 
ful activity even though moderately se- 
dated. Nevertheless, impairment was more 
marked under phenyltoloxamine than re- 
serpine, with 12 Ss. reporting some decrease 
in alertness following phenyltoloxamine 
while only 7 experienced it following re- 
serpine and only 2 after placebo. 

The effects of both phenyltoloxamine 
and reserpine were most marked on motor 
control and coordination of speech. Six 
Ss. reported slowing of speech with phenyl- 
toloxamine. Under phenyltoloxamine, the 
motor effects occurred at the same time as 
sedation (34—4% hours post-phenyltoloxa- 
mine). The impairment of psychomotor 
activity under reserpine was in part second- 
ary to generalized weakness and awareness 
of vegetative changes and occurred late in 
the afternoon (54%—7% hours post-reserpine ). 

The effects on state of consciousness and 
psychomotor activity were paralleled by a 
depression of mental function. Under 
phenyltoloxamine 11 of 15 Ss. reported feel- 
ing some impairment of their capacity to 
think or concentrate. With reserpine 5 Ss. 
reported impairment as did one S. after 
placebo. 

The Ss.’ statements of their mood were 
rated on a 4-point scale: well-being, neu- 
tral, apathy or indifference, and depression. 
Apathy and indifference were noted under 
phenyltoloxamine and reserpine with the 
Ss. feeling less talkative. Depression was re- 
ported only after reserpine. Euphoria and 
feelings of well-being were experienced 
primarily with the placebo. 

None of the Ss. reported a lessening of 
anxiety while under phenyltoloxamine. 
Seven stated they felt less anxious under 
reserpine and 5 Ss. with placebo. None re- 
ported that anxiety was increased with any 
of the agents. 

A number of the Ss. distinguished be- 
tween lessening of anxiety and a sense of 
relaxation. Under phenyltoloxamine Ss. 
reported feeling more relaxed. This was 
related by them to the sense of sedation. 
Reserpine and placebo both produced 
a greater relaxation, but not as much as 
phenyltoloxamine. 

Irritability and annoyance were elicited 
with all 3 agents towards the end of the 
day. These feelings, which were more 


Ay 
Re 
: 
< 
qe 
. 
a 
i 
ne 
“Ss 
i 
~ 
ag 


1958 


DIMASCIO, KLERMAN, RINKEL, GREENBLATT, AND BROWN 


311 


strongly revealed during the interviews 
than in the questionnaire, were associated 
with boredom and restlessness. 

Phenyltoloxamine produced relatively 
few symptoms other than those associated 
with sedation ; heaviness of eyes, dizziness 
or lightheadedness, heaviness of limbs, and 
unsteady gait were the most common of 
these. Changes in appetite were reported 
by 5 Ss.; 3 had decreased, and 2, in- 
creased appetite. 

Reserpine produced a greater variety of 
symptoms than phenyltoloxamine: head- 
ache, facial flush, weakness, sense of 
warmth, dizziness, blurring of vision, wa- 


tery or congested eyes, and heaviness in 
limbs were predominant. 

The only adverse symptom reported 
under placebo was a sense of weakness in 
4 Ss. 

These symptoms were reported during the 
experiment proper. Effects that the Ss. noted 
in the 24 hours following the experiment 
will be discussed below. 

Psychiatric Observations : In general the 
observations of the psychiatrist coincided 
with the subjective reports. This agreement 
was most evident in the areas of state of 
consciousness, psychomotor activity, speech 
patterns and intellectual functioning. How- 


TABLE III 
PsycuIATRIst’s RATINGS OF BEHAVIORAL 
Dimensions For 15 Susjects 


BEHAVIORAL DIMENSIONS 


. State of 
consciousness 


No change 
Sedation 
Hypnotic 
No change 
Decreased 
Increased 
No change 
Decreased 
Increased 
No change 
Decreased 
None 
Present 
Increased 
No change 
Less than normal 
Lessened 
Neutral 
Latent anxiety 
Manifest anxiety 
Euphoric 
Neutral 
Apathy 
Depressed 
Improved 
No change 
Decreased 
Improved 
No change 
Poorer 
None 
Covert 
Overt 


. Alertness 


. Psychomotor 
activity 


. Speech 
rate 


. Restlessness 


. Facial 
expressiveness 


. Anxiety 


. Rapport 


. Verbal 
association 


. Hostility 


AGENTS 
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ever in the areas of mood, emotional ex- 
pressiveness and verbal] interaction, the 
psychiatric observations often were at vari- 
ance with the subjective reports. 

The effect on state of consciousness was 
most marked with pheny]toloxamine and in 
8 instances was observed to be hypnotic. 
Reserpine produced sedation but no hyp- 
notic effect. Three Ss. were sedated and two 
showed a hypnotic effect. Psychomotor ac- 
tivity and alertness were decreased with 
phenyltoloxamine and only slightly with 
reserpine and placebo. Ss. were observed to 
be more restless after reserpine. Many of 
the Ss. probably would have slept under the 
influence of phenyltoloxamine had they not 
been required to be active for tests. No 
hyperexcited states were seen under any of 
the agents, nor were any of the Ss. unable 
to complete the test battery or participate 
in the interviews. 

Facial expressiveness was not inhibited 
by reserpine as much as it was by phenyl- 
toloxamine. Placebo produced no essential 
change in expressiveness. 

Mood changes with phenyltoloxamine 
consisted of lethargic, apathetic or bored 
feelings as observed in 4 Ss. These changes 
were associated with the degree of sedation. 
Mood changes as the result of reserpine 
were inconsistent, producing apathy and 
boredom in 4 Ss. and depression in 5 others 
but producing euphoria in 2 Ss. Under 
placebo more Ss. were euphoric and only 
one was noted as being depressed and 
apathetic. 

Phenyltoloxamine had no direct effect 
on anxiety. Reserpine had a paradoxical 
effect : 5 Ss. had a lessening of anxiety, and 
an equal number were noted to be more 
anxious. Anxiety was most effectively re- 
lieved by placebo. 

Rapport and emotional interaction during 
the interviews with the psychiatrist were 
impaired under phenyltoloxamine. Reser- 
pine again had paradoxical effects, since as 
many Ss. manifested an increase as a de- 
crease in rapport. Following placebo, rap- 
port seemed to be improved in 9 Ss. 

After effects: Some Ss. reported that 
various symptoms occurred throughout the 
24 hours following the experiment. Phenyl- 
toloxamine produced a sense of relaxation, 
an increase in capacity to study and work, 


and a slight drowsiness in 9 Ss. Four Ss. also 
experienced this prolonged relaxation on 
placebo days. 

In contrast, reserpine produced a more 
pronounced and characteristic syndrome. 
Six Ss. reported various combinations of 
“grippe-like feelings,” weakness, headache, 
postural dizziness, nausea, vomiting, loss of 
appetite, and stuffed nose. The effects 
lasted from 6 to 24 hours after the ex- 
periment. 

SUMMARY 


Phenyltoloxamine produced predomi- 
nantly a sedative-hypnotic pattern. Physio- 
logically, there was a slight increase of 
respiration, decrease in muscle tension, low- 
ering of the systolic (but not diastolic) 
blood pressure, marked pupillary constric- 
tion. Pulse rate and finger skin temperature 
were not significantly affected. Significant 
impairment of psychomotor functions oc- 
curred at peak of the drug action, and was 
manifested by a decrease in rate of motor 
activity discharge and impairment of visuo- 
motor coordination and steadiness. The 
speed of mental processes was not impaired, 
but accuracy was somewhat decreased. 
Learning of competitive paired associate 
material was improved. The Ss. were aware 
of the marked effects of the drugs at the 
peak of drug action, usually 4-5 hours after 
ingestion. They experienced this as unpleas- 
ant because of the degree of sedation and 
impairment of motor function. The marked 
sedative and soporific effect approached 
hypnotic proportions and was associated 
with slowing of speech, impaired volun- 
tary motor control and coordination, and 
subjective feelings of slowed thinking, dis- 
rupted concentration, a loss of ability to 
study and lethargy as well as reduction in 
anxiety. The peak action, at 4-5 hours after 
ingestion of the drug, was achieved with a 
relatively abrupt onset and cessation. Many 
of the Ss. reported a sense of relaxation and 
an increase in the capacity to do mental 
work which came after peak action and con- 
tinued for another 4-8 hours. During the 
peak action of drug there was some de- 
crease in rapport, a lessening of emotional 
responsiveness, and a decrease in the 
quality of verbal associations. 

Reserpine produced predominantly vege- 
tative effects with only slight effect on state 
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of consciousness and motor activity. The 
rate of respiration decreased, a rise in finger 
skin temperature was recorded, muscle ten- 
sion increased and diastolic blood pressure 
decreased without change in systolic pres- 
sure. Pupils were slightly constricted. Psy- 
chomotor test performance was slightly in- 
creased, but mental speed remained un- 
affected. Accuracy of serial addition was 
slightly increased. Competitive _ paired 
associate learning was greatly impaired. 
While the Ss. were, according to the psy- 
chiatrist’s observations, mildly sedated, in- 
hibited in facial expressiveness, and slowed 
in overall psychomotor reactivity, they fre- 
quently reported that they felt “no change”. 
The visceral discomforts attracted their 
attention more frequently. This apparent 
lack of awareness of the changes in their 
behavior noted by the psychiatrist is similar 
to the quality of the drug action called 
“indifference” by Denniker(17) and “isola- 
tion from environment” by Berger(18). 
Three Ss. reported feelings of depression. 
The effects on rapport and verbal associ- 
ations were variable. Sedation effects oc- 
curred at early hours and were followed 
in 8 to 18 hours by awareness of uncom- 
fortable visceral symptoms. 

Following the administration of placebo 
the Ss. reported a reduction of anxiety, an 
increase in relaxation, a slight increase in 
respiration and a slight decrease of muscle 
tension. Psychomotor performance and ac- 
curacy in mental function were increased, 
probably caused by a combination of prac- 
tice and relaxation. When competitive 
associate learning after placebo was com- 
pared with learning under the other agents, 
it was noted that associative learning was 
facilitated under phenyltoloxamine and 
retarded with reserpine. As the placebo day 
progressed, the subjects reported mild se- 
dation and relaxation, but were able to 
study and read. This was associated with a 
concomitant improvement in rapport, emo- 
tional expressiveness and verbal associ- 
ations. 

Many investigators have similarly re- 
ported such changes subsequent to the 
administration of a placebo. 

The “drug action profiles” (characteristic 
pattern of action) of the three agents are 
shown in Fig. 4. 


DISCUSSION 


The need exists to evolve techniques for 
the assessment and evaluation of phreno- 
tropic agents in humans, not only to screen 
drugs with possible therapeutic value, but 
more significantly, to provide basic knowl- 
edge and concepts for understanding the 
complex relationships between pharmacol- 
ogy, neurophysiology, and behavior. 

In pursuit of this goal there are many 
advantages to the investigation of the 
effects of drugs on human beings who are 
not incapacitated by psychiatric disorders, 
for by their very nature mental patients 
may be either especially receptive or resist- 
ant to a specific drug. By using normal 
subjects it has been possible to study func- 
tions such as autonomic regulation(19), 
electroencephalographic activity(20), psy- 
chomotor behavior(21), intellectual per- 
formance, perceptual change(2l), and 
emotional activity(23). Because of the 
novelty and complexity of this field, how- 
ever, relatively few studies have been con- 
ducted which examine more than one or 
two isolated aspects of total response to 
phrenotropic agents. 

It was the purpose of this study to utilize 
a multidimensional procedure, collecting 
physiologic, psychologic, psychiatric, psy- 
chomotor and subjective data. The method 
utilized a homogeneous population of sub- 
jects, a structured situation and experi- 
mental procedure, and a double-blind pro- 
cedure with placebo control. This paper 
reports on the application of this method 
and the demonstration of its potentialities, 
by assessing a new phrenotropic agent, 
phenyltoloxamine, and comparing it with 
a well known tranquilizer, reserpine, as 
well as a placebo. At the initiation of the 
project, it was anticipated that by com- 
paring the effects of various agents it would 
be possible to construct a series of “drug 
action profiles” integrating physiologic, psy- 
chomotor, and behavior effects and subse- 
quently, to develop a series of “drug action 
profiles” for all types of psychopharmaco- 
logic agents from which one might abstract 
relationships and derive insight into me- 
chanisms and site of a drug action. This 
point has also been made by Lehman and 
Czank(24) who stated that “each phreno- 
tropic drug has its own individual drug 
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action profile, which is so characteristic 
that, given a sufficiently large group of 
subjects, a drug might be identified by the 
differential response pattern that it pro- 
duces.” 

The findings in the study presented in 
this paper are consistent with previous 
reports. The potency of placebo on mood 
and emotional relaxation is again noted. 
The effect of reserpine on autonomic func- 
tions as a source of discomfort to the 
subject following the initial feelings of re- 
laxation had been observed by other inves- 
tigators, and clinicians have reported that 
the discomforting side-effects of reserpine 
limited its value in treatment of outpatients, 
especially psychoneurotics(25). In contrast 
to reserpine, phenyltoloxamine produced 
few side-effects. The sedative action of 
phenyltoloxamine has been also noted with 
other antihistaminics of the diphenhydra- 
mine series(26). 


POSSIBLE NEURO-PHARMACOLOGIC- 
CORRELATIONS 


The clinical study of Sainz(16) suggested 
that phenyltoloxamine might be compa- 
rable in psycho-pharmacologic action to 
reserpine. Sainz’s conclusion was based on 
findings that phenyltoloxamine seemed 
therapeutically most effective in patients 
also responsive to reserpine. This study does 
not corroborate the finding of a similarity 
of phenyltoloxamine and reserpine, at least 
on the psychophysiologic level. 

The profile of phenyltoloxamine action is 
dissimilar from reserpine in a number of 
respects. Whereas phenyltoloxamine de- 
pressed predominantly cortical functions 
(consciousness, psychomotor activity, men- 
tal functioning), reserpine had little action 
in these areas. The action of reserpine was 
mild sedation and autonomic visceral 
change. 

Extensive neuro-physiologic investiga- 
tions(27) have revealed that reserpine acts 
on sub-cortical and mid-brain areas involv- 
ing hypothalamic autonomic centers and 
the meso-diencephalic activating systems 
(MDAS). Although neuro-physiologic data 
on the site of action of phenyltoloxamine 
are limited at present, the findings of this 
study suggest that phenyltoloxamine acts 


on cortical rather than sub-cortical struc- 
tures. The dominant  sedative-hypnotic 
action of phenyltoloxamine combined with 
depression of psychomotor and mental per- 
formance is similar to patterns of drug 
action of other cortical depressants such 
as barbiturates(22, 24), rather than of sub- 
cortical depressants like phenothiazines and 
the Rauwolfia group. However, further in- 
vestigation of the effects of phenyltolox- 
amine on autonomic reactivity and EEG 
studies are necessary to substantiate these 
inferences. 

Recent investigations have suggested 
groupings of various phrenotropic drugs. 
The socalled “tranquilizers”, especially the 
phenothiazine and Rauwolfia derivatives, 
are generally considered to be sub-cortical 
and autonomic depressants. Most investi- 
gators separate this group of agents from 
the hypnotic-sedatives, such as barbiturates, 
which act on cortical centers. Berger( 18) 
has proposed grouping a number of newer 
agents as “cortical relaxants” including 
meprobamate, mephenosin, and propane- 
diols. These agents have predominantly cor- 
tical action but also produce muscle relaxa- 
tion without effecting autonomic functions 
or motor performance. 

The findings of this study would imply 
that phenyltoloxamine is probably not com- 
parable to reserpine or other sub-cortical 
agents but is more comparable to the corti- 
cal depressants or relaxants. Its sedative- 
hypnotic properties and its effects on motor 
and mental performance suggest similarities 
to barbiturates. However, its capacity as a 
muscle relaxant suggests similarity to 
meprobamate. Further investigation com- 
paring phenyltoloxamine to barbiturates 
and meprobamate at various dose levels 
would seem indicated. 


METHODOLOGIC QUALIFICATIONS 


The methodology of this study, of neces- 
sity, imposes certain qualifications on any 
conclusions. The use of “normal” subjects 
limits inferences of effects of phenyltolox- 
amine on patient populations. The various 
psychiatric states have different patho- 
physiology which strongly modifies drug 
action. Furthermore, all studies were made 
following ingestion of a single standard 
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dose. Predictions as to the effects of pro- 
longed administration of the drug on the 
basis of such a study are, at this time, un- 
warranted because of factors of tolerance, 
cumulative action, and toxicity. 

The factor of dosage may be highly 
significant in accounting for our findings 
(28). In this study, single doses of 400 mg. 
phenyltoloxamine were used throughout. 
The dose was not higher than the initial 
dosage that Sainz used in psychiatric pa- 
tients, but higher than doses used in earlier 
studies on non-psychiatric patients with 
various allergy states(9). A lowered dose 
or divided dosages may reduce the de- 
pression of consciousness and psychomotor 
performance. The dose of reserpine was 
also high (5 mg.) ; a dose which is not high 
for psychiatric patients, but higher than for 
the treatment of hypertension( 29). In pre- 
vious studies of the psychophysiology of 
reserpine smaller doses have been used (24). 

Throughout this study, all results were 
expressed in terms of change from baseline 
or resting state at the start of an experi- 
mental day. This method has been used 
successfully in previous studies from this 
laboratory (30). However, the question has 
been raised as to whether significant differ- 
ences exist between resting state of Ss. on 
different experimental days. Recently, Sab- 
shin et al,(31), have produced evidence 
that the pre-experimental period may be a 
significantly stressful one because of the 
anxiety associated with novelty and am- 
biguity. Analysis of our data revealed that 
physiologic and psychologic findings were 
uniform between the various initial resting 
recording states. One factor accounting for 
this uniformity may lie in the use of 
“normal” Ss., in contrast to use of patients, 
who were evaluated psychiatrically and 
psychologically on a day prior to the experi- 
ment. This may have allowed for the allevi- 
ation of anxiety and the development of 
rapport between subjects and researcher. 

The data reported have been expressed 
in terms of group averages. This statistical 
procedure does not do full justice to the 
range and importance of individual differ- 
ences. Although the majority of Ss. reported 
a marked hypnotic effect from phenylto- 
loxamine, a smaller number did not ex- 
perience such effect. Reserpine seemed to 


elicit a greater variability and range. In 
almost all subjective and behavioral re- 
sponses, there was a paradoxical effect such 
that Ss. often were rated at both ends. 
Depression and euphoria were both noted, 
and both negative and positive attitudes 
towards the drug were expressed. Similar 
paradoxical clinical states with reserpine 
have been reported by Sarwer-Foner( 32). 

These individual variations are probably 
related to emotional attitudes and personal- 
ity structure. It is likely that subjective 
and behavior responses, as well as certain 
physiologic actions, are not the result of 
direct pharmacologic action of a given 
drug, but the interplay of pharmacologic 
action and personality. Personal history 
data and a personality appraisal by psy- 
chometric testing were obtained on all Ss. 
prior to experimental testing. (The cor- 
relations of personality and response to 
drug have been discussed in a separate 


paper ) (33). 


CLINICAL IMPLICATIONS 


Although these findings were obtained 
from study of normals, certain clinical im- 
plications are cautiously offered. The effect 
of phenyltoloxamine on muscle tension and 
its sedative action with relaxation would 
recommend its possible clinical usefulness 
in states characterized by increased muscu- 
lar tension. A possible use as a non-barbitu- 
rate sedative-hypnotic is also suggested, 
since after the peak effect of the drug many 
of the subjects were left relaxed and 
sedated without impairment of motor or 
mental functions. 

In addition, because of its antihistaminic 
properties it may be of value when com- 
bined with other phrenotropic agents that 
produce toxic effects. These inferences to 
clinical situations are, however, based on 
findings in normals and have only heuristic 
value. 

ConcLusIons 


Phenyltoloxamine, a new phrenotropic 
agent with limited clinical experience in 
psychiatry, was evaluated by combined 
psychiatric, physiologic, and psychometric 
methods. A double-blind method was used 
comparing the drug with reserpine and 
placebo. 
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The results showed that phenyltolox- 
amine, at a dose of 400 mg., produced 
sedative and moderate hypnotic effect, 
reaching a peak in 4-5 hours. At peak of 
action it produced drowsiness and slowing 
of psychomotor and mental performance. 
This was followed by a state of relaxation, 
increased learning, and improved per- 
formance. 

In contrast to reserpine, autonomic and 
visceral side effects were not observed. 
Muscle tension was reduced. 

The findings indicated a cortical rather 
than sub-cortical site of action. 

Its clinical uses are indicated. 

The importance of multidimensional 
evaluation and proper methodologic con- 
trol was discussed. 
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PSYCHIATRIC OCCUPATIONAL THERAPY: SOME ASPECTS OF 
ROLES AND FUNCTIONS 


MADELAINE ELLIS, OTR! anp ARTHUR J. BACHRACH, Pu.D ? 


INTRODUCTION 


The precise role of the psychiatric oc- 
cupational therapist and the function of 
this particular type of therapy often appear 
to be subject to a certain amount of con- 
fusion and vagueness in the eyes of many 
professional people, despite the fact that 
psychiatric occupational therapy is now an 
established discipline in almost all psychi- 
atric hospital units. 

The purpose of this paper is twofold; 
first, to describe some major aspects of the 
function of psychiatric occupational thera- 
py, and second, to delineate the role of 
the psychiatric occupational therapist. In 
discussing the latter, it will be of possible 
interest to see in what ways the psychiatric 
occupational therapist differs from the two 
other adjunctive treatment disciplines his 
functions most closely resemble, those of 
the social group worker and the recreation 
worker. 


CHARACTERISTICS OF THE OCCUPATIONAL 
THERAPY SITUATION 


Occupational therapy has significant and 
unique advantages in studying the psychi- 
atric patient as well as functioning in a 
treatment role. It deals with patients in a 
greater variety of situations through its 
diversified activities than may be possible 
in other situations in the hospital setting. 
The very flexibility of the OT situations 
allows for either individual or group 
activity ; it provides a situation in which 
the patient is given freedom of choice of 
activity. In this context, OT provides a 
good balance for the psychological diag- 
nosis in which standardization of test pro- 
cedures determines the functioning of the 
patient within certain specific task areas. 
It is therefore our premise that the neces- 
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sary standardized, examiner-selected tasks 
of the psychologist may be paired with 
the flexible, patient-selected tasks of the 
occupational therapist to offer a balanced 
picture of the patient in related but some- 
what dissimilar situations. 

Investigators concerned with the assess- 
ment of human functioning(1) have ob- 
served that the nearer tests of motivation, 
ability and functioning can duplicate the 
actual life situation, the more valid they 
may be considered. Within the hospital 
framework occupational therapy comes 
closer to approximating activities of a pro- 
ductive social nature than many other 
forms of adjunctive treatment. Accordingly, 
it is felt to be a valuable diagnostic aid 
in evaluating patient functioning and 
change under psychotherapy. 

We have used the terms activity and 
group to describe some aspects of the 
occupational therapy situation; by activity 
we mean any event in the patient’s be- 
havior in which arts, crafts, recreation and 
group participation are observed. By group 
we mean 3 or more individuals whose 
efforts are (a) directed toward any com- 
mon goal or activity or (b) individually 
channeled in terms of production but in 
whom there are manifest desires to work 
within a social setting. 

It is our belief that the OT situation 
must be fundamentally a permissive one, 
allowing for maximal patient selection; it 
must also be informal and congenial. The 
free rein allowed the patient in selecting 
and executing his activity may be modified 
if it is felt that some structure is of benefit 
to him. This may be especially true in 
initial contacts with occupational therapy. 
The patient then may need some guidance 
in the choice of pursuits. As with all group 
activities, control of patient behavior must 
be maintained if it infringes upon the well- 
being or personal needs of others. 

If the diagnostic value of OT is to be 
fully realized, it is patent that the occupa- 
tional therapist must be able to observe 
and record significant behavior of the pa- 
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tients. From the moment the patient enters 
the situation, observation is important be- 
cause occupational therapy represents es- 
sentially a problem-solving device. The 
manner in which an individual approaches 
a task, the type of task he selects, the 
nature and degree of help he solicits, and 
his movements toward completion are all 
factors which involve problem-solving be- 
havior and are directly related to the source 
of disturbance and the effects brought 
about by the psychotherapeutic program. 
It must be stressed that we do not mean 
problem-solving only in the narrow sense 
of working out a specific problem such as 
intricate wallet-lacing ; we mean to include 
all events in which the patient has to 
select activities, make decisions and carry 
them through to completion. This, obvious- 
ly, includes group participation as much as 
manual tasks. The informal adjustable en- 


1. Affection 
2. Respect 
3. Help 


tends to develop 
tends to develop 
tends to develop 


4. Approval tends to develop 


vironment of the occupational therapy 
setting is a logical place to strengthen this 
learning process of problem-solving and to 
provide the patient with group as well as 
individual relationships. 

The patient’s relationship with the psy- 
chiatrist is on a one-to-one basis as it is 
with the psychologist and the psychiatric 
social worker. It is chiefly in both formal 
group therapy and in occupational therapy 
(in either craft or recreational activities) 
that the relationship may become a group 
one; it is this kind of a relationship which 
helps to modify the difference between the 
hospital situation and community life, 
thereby providing the patient with further 
resources with which to face community 
living again. 

For the patient who is unable to com- 
municate verbally, e.g., the repressed 
schizophrenic, the psychiatrist’s office may 
be somewhat threatening and psycho- 
therapy in the initial stages often is limited 
accordingly. Occupational therapy may 
provide the ideal place to get started with 
this patient. He may be led gradually to 


express himself through activity which 
makes no interpersonal demands upon him. 
Interpersonal relationships may be minimal 
at first even with the therapist, but much 
can be done non-verbally to give him re- 
assurance, acceptance and understanding 
through the handling of activity, and to 
help in the definition of reality and the 
attainment of an awareness as to what the 
limits are. 


OCCUPATIONAL THERAPY PROCEDURE 


Some of the procedures used in OT 
closely resemble 4 key principles of child 
guidance. Waring(2) has offered these 
valuable rubrics within which we shall 
develop a model for OT. They are here 
stated briefly and then elaborated some- 
what to indicate a few of the ways they are 
applied in occupational therapy. 


sense of value as a person 

confidence in one’s ability to do 

assurance that others will supplement his 
effort as needed 

Encouragement and direction in his effort and 
recognition of his achievement 


1. Affection: gives feeling of belonging, 
personal worth resulting in sense of 
security—shown through : 

A. Expression of liking conveyed non- 
verbally by therapist in warmth of 
greetings, acceptance of patient, sit- 
ting with or working beside him. 

. Expression of active interest in pa- 
tient, what he is doing, how he feels 
about it; what he has to say, has 
done, what his other interests are. 

. Respect : for abilities, capacities, builds 
self-respect and sense of adequacy, confi- 
dence in ability to do and to learn : 

A. Watching and waiting before helping 
gives patient opportunity to meet 
situation on his own initiative ; then 
if help is needed it is more likely to 
be suitable and acceptable. 

. Ignoring patient’s questionable and 
undesirable behavior as long as it 
does not infringe on rights of others. 
Direct patient to acceptable be- 
havior through activity which pro- 
vides opportunity for achievement 
and approval. 
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C. Encouraging patient to make own 


choices. If he seems unable to make 
his own decisions (because situation 
seems strange or confusing ) therapist 
can simplify matters by stating 
simple alternatives, each of which is 
satisfactory. Therapist’s respect for 
his choice challenges patient's self- 
respect and with the following 
through on the line of his choice he 
discovers that he can cope with the 
problem after all. 

. Planning ahead with the patient. 
Realistic planning or setting of goals 
neither so low as to elicit little effort 
nor so high as to risk failure. Plan- 
ning with patient must be in terms 
of his capacities, and time and ma- 
terials available ; and to make him 
see what the next steps are and know 
what is expected of him. This builds 
readiness which makes for satisfac- 
tion and success when the time 
comes. Discussing with the patient 
the progressive steps in activity en- 
ables him to see that although what 
he is currently working on may ap- 
pear simple to him, it is a necessary 
step toward more complex, hence 
more satisfying, activity. Such free 
discussion, particularly with the in- 
telligent patient, regarding his ac- 
tivity and his attitude toward it does 
much to dispel any feeling that what 
he is doing is childish. It also may 
help to prevent a sense of discourage- 
ment, as well as give more meaning 
to the occupational therapy proce- 
dure in the patient’s eyes. Open 
channels of communication between 
therapist and patient encourage the 
latter’s independence, thereby aiding 
him in preparing for more effective 
functioning upon his return to the 
community as well as making him 
aware of the active role he plays 
in his own treatment and, subse- 
quently, in maintaining his well- 
being after he leaves the hospital. 

. Acknowledging the therapist's own 
mistakes. This pays tribute to the 
patient’s understanding, helps him to 
get proper perspective on human 
error; the therapist’s ability to ac- 
knowledge a mistake helps the 


patient see that this can be done 
without loss of face or loss of others’ 
approval. 

3. Help: Just enough of the right kind to 
insure the patient’s success with mean- 
ing and satisfaction; meaning enough 
to enable him to repeat the task effec- 
tively, satisfaction enough to make him 
want to succeed. 

A. Preparing in advance for patient's 
success. The initial task should be 
one that can be accomplished quick- 
ly and effectively ; this can direct in- 
terest toward achievement, bringing 
satisfaction from early efforts and 
thereby encouraging further effort. It 
must be stressed, however, that this 
early “paving the way” must not be 
so obvious as to deprive the patient 
of a sense of accomplishment. 

B. Giving help as it may be needed. 
This is advisable, otherwise leaving 
the patient alone to work out his own 
solutions will help to independent 
action. If a mechanical difficulty is 
observed, help can be specific and 
limited. For example, a patient hav- 
ing trouble with leather lacing may 
be given initial help in mastering the 
technique and then left to his own 
devices ; the therapist should refrain 
from doing too much of the actual 
job. Help should actually be limited 
to a demonstration of that particular 
step in the process which is causing 
difficulty ; giving more help than is 
needed merely leads to confusion 
and eventual discouragement on the 
patient's part. If the patient is 
puzzled over certain details, help can 
be pointed to specific meanings ; for 
example, if he is puzzled over the 
type of design he might use for wood 
carving, the characteristics of a suit- 
able design may be discussed so that 
he may proceed independently in the 
selection and execution of something 
he desires. 

Help should be offered where ef- 
fort is weak in skill, understanding 
or desire to accomplish a task. A 
little extra help may get him over a 
particularly tricky step for which 
he has not yet acquired sufficient 


4 
: 
| 
: 
SN 
7 
: 
: 
| 
| 
‘4 
| 
: 
E ; 
| 
: 


MADELAINE ELLIS AND ARTHUR J. BACHRACH 321 


skill. If the patient does not under- 
stand the necessity for a certain step, 
an explanation of the purpose will 
help. Any weakening of effort based 
on a lack of desire to continue may 
be obviated by discussion about the 
ultimate use of the object or disposi- 
tion of the project. All help should 
be directed toward enabling the 
patient to continue on his own. 
4. Approval 

A. General. Giving approval encourages 
continuation of activity. “That's 
right” may come to have encouraging 
effect if associated often with satis- 
fying experience. Indiscriminate and 
insincere approval must be avoided. 
The patient is the first one to detect 
the false note which fosters distrust, 
and the effect upon any future rela- 
tionship with him may be disastrous. 
In any relationship, trust is a key- 
stone. 

B. Specific information regarding the 
nature of a good _ performance, 
knowledge of one’s own mistakes 
and results aids learning. If the 
patient is uncertain whether he is 
doing well or ill, specific approval 
helps the patient understand how 
he succeeds and wherein his abili- 
ties lie. As a result he succeeds better 
next time. 

. Qualifying calls attention to some 
quality in the patient’s behavior on 
this occasion which is common or 
uncommon to his behavior on other 
occasions and labels it. For example, 
if the patient initially had difficulty 
with concentration but currently is 
able to sustain efforts for longer 
periods of time, this may be pointed 
out to him, resulting not only in en- 
couragement in current efforts in 
activity, but also providing evidence 
of progress toward recovery. 


CHARACTERISTICS OF ACTIVITIES 


A brief description of the characteristics 
of recreational and occupational activities 
may help to clarify the differences in these 
activities. The characteristics peculiar to 
each are essential considerations in the 
referral and treatment of patients. 


Recreational activities usually involve 
two or more persons and as a result com- 
petitiveness is an important feature. Be- 
cause games and sports have rules and 
specific procedures which must be followed 
fairly closely, they are essentially organ- 
ized. The necessity of organization limits 
to a degree the adaptability of the game to 
the individual needs of the patient and also 
limits the opportunity for participant 
originality, initiative, and decisions. There 
are few close interpersonal contacts in 
recreational activities but they are an ex- 
cellent source of group interaction. 

The activities used in occupational ther- 
apy may involve one participant or several. 
Such activities are flexible, can be readily 
adapted to the current needs of each 
patient and there are endless possibilities 
for participant originality, initiative and 
decisions. Interpersonal contacts can be to 
any degree ; there are few direct demands 
on the patient. 

It would seem from this brief analysis 
that the characteristics of these two dis- 
ciplines are very different but that each 
plays a specific role in treatment. The par- 
ticular needs of the patient at a particular 
time should determine which if not both 
of these procedures may be of benefit. 


PROFESSIONAL TRAINING 


In any attempt to delineate the role of 
the psychiatric occupational therapist in 
relation to the roles of the social group 
worker and the recreation worker one is 
faced with the fact that there is no uni- 
versally accepted body of knowledge re- 
garding these three disciplines. Educational 
requirements vary, as also the functions 
filled within the field vary. The findings of 
this paper are based on the educational 
requirements as presented by a representa- 
tive school of social group work(3) and a 
school of occupational therapy(4) and the 
National Recreation Association. 

All three of the above disciplines deal 
with patients in activity situations. The 
social group worker and the recreation 
worker are concerned with groups and use 
techniques such as sports and games as the 
treatment tools. The recreation worker 
functions as leader of the group. The social 
group worker brings about group inter- 
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Group 
Social Worker 


Occupational 


Bachelor's degree 


Yes Usually 


Graduate of a professional school 


Yes Yes 


Advanced degree 


Yes No 


Special preparatory courses for 
psychiatric work 


Yes Yes Variable 


Field work in psychiatric situation 


Yes Yes Variable 


action and group experience which con- 
tribute to the growth of the individual and 
the achievement of desirable social goals. 

The psychiatric occupational therapist 
works with patients individually or in small 
groups using creative arts, manual skills, 
and some industrial activities as the tools 
of treatment. 


SUMMARY 


Psychiatric OT cannot function success- 
fully as an independent unit. Its existence 
in the hospital environment has very little 
meaning without the comprehension of and 
the close coordination with the psychiatric 
staff. Without such coordination psychiatric 
OT can at best do little more than keep 


patients occupied. With an understanding 
of and full utilization of the potentialities 
inherent in this type of therapy, the value 
to the patient is limited only by the skill 
and resourcefulness of the psychiatric staff 
and the occupational therapists. 
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INTRODUCTION 


Shortly after the advent of tranquilizing 
agents as a therapeutic weapon in the new 
chemotherapy of various severe mental 
states, particularly psychoses, it was noted 
that there was often an unpredictable ag- 
gravation of already existing and observ- 
able depressions, or even production of de- 
pressions where no such reaction had been 
observed clinically. Because of this, the 
clinician turned to the apparently para- 
doxical, but well-established therapeutic 
device of limiting the effect of one drug 
by administering its physiologic opposite, 
either simultaneously or consecutively. One- 
pheny]-2-amino-propane-sulphate (Benze- 
drine), was given with apparent good ef- 
fect. The rather excessive and well-known 
side reactions of Benzedrine, such as tachy- 
cardia, “jitteryness” and anxiety, appeared, 
however, in such a high percentage of cases 
that it was necessary to search for a drug 
with the approximate physiologic effective- 
ness of Benzedrine without the distressing 
side effects. It could therefore be postulated 
that a drug on a physiological scale halfway 
between caffeine at the lower end of the 
scale and Benzedrine at the upper end, 
would be a good drug. Methy]l-phenidylace- 
tate hydrochloride (Ritalin)? appears to be 
that drug. Furthermore, such a drug should 
be quite beneficial in the withdrawn, shy, 
mildly depressed case, whether adult or 
child. In other words, there is just as press- 
ing a need for a direct stimulant such as 
Ritalin, as for one which produces stimula- 
tion indirectly by first tranquilizing and 
thereby releasing bound energy, as reser- 
pine does. 

Observations have shown wide variation 
of individual responsiveness to each type 


1 From the College of Physicians and Surgeons, 
Columbia University, and the Division of Child 
Neurology, the Neurological Institute of New York. 

2 Methyl-phenidylacetate hydrochloride (Ritalin) 
and reserpine (Serpasil) were supplied for this study 
by Ciba Pharmaceutical Products, Inc., Summit, N. J. 


ACTION OF METHYL-PHENIDYLACETATE (RITALIN) AND 
RESERPINE IN BEHAVIOR DISORDERS IN CHILDREN 
AND ADULTS 
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of drug to be characteristic among non- 
psychotic patients, it often being difficult 
to determine in the individual case whether 
a particular patient will derive more bene- 
fit from a so-called tranquilizing drug or 
from a cerebral stimulant. It was this un- 
certainty which led us to undertake further 
study. 

In the present paper we are presenting 
our observations on Ritalin as a cerebral 
stimulant and on reserpine as a tranquiliz- 
ing drug in producing behavioral changes, 
and differences in psychological re-test 
scores in two matched groups of children 
and adults with severe behavior disorders. 


NATURE AND AGE OF CASES 
One hundred and eight cases included 


in this study were treated on an ambulatory 
basis as private office patients. They were 
known to us for several years prior to 
therapy with Ritalin or reserpine, and all 
presented emotional problems serious 
enough to interfere with functioning. Be- 
havioral difficulties presented a wide range 
of symptoms from hyperactivity to inertia; 
aggressiveness to passivity; euphoria to de- 
pression, etc. Several of the patients were 
mentally retarded, but we have observed 
that behavior problems of retarded patients 
differ little from others except in degree, 
findings being applicable to cases at any 
intellectual level. 

Fifty-four patients were given Ritalin 
therapy for a period of 6 months. Fifty- 
four patients, matched by pairs with the 
Ritalin group for age, sex, intellectual level, 
diagnosis, and behavior as far as was pos- 
sible, were used as controls and were given 
reserpine. 

Patients ranged in age from 4 years to 33 
years with an average chronological age 
of 15 years, 2 months for the Ritalin group 
at the beginning of therapy, and 14 years, 
9 months for the group given reserpine. 

Eighty percent of the Ritalinspatients 
were free from abnormalities on neurologi- 
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cal examination and epilepsy was present in 
9%. Mongolism constituted 11% of the Rita- 
lin cases. Fifty-eight percent of the Ritalin 
—_ and 57% of the reserpine group were 
males, 


Clinical impressions of behavior were 
made by the neuropsychiatrist for each pa- 
tient during the pre-treatment and post- 
treatment examinations, using the obser- 
vational method. A battery of psychological 
tests was given to each patient at the be- 
ginning of the treatment period and re- 
peated six months later at the end of 
therapy. The latter consisted of the Stan- 
ford-Binet Intelligence Scale (1939 Revi- 
sion, Form L), (1), or the Wechsler-Belle- 
vue Intelligence Scale for Adults (1) (2), 
the Merrill-Palmer(3), or Pintner-Paterson 
(4) performance test, and the Rorschach 
inkblot test (5). Averages and patterns of 
response to verbal and performance tests 
following 6 months’ treatment with Ritalin 
or reserpine were analyzed and compared 
with initial findings. The added contro] was 
used of having the testing psychologist un- 
informed as to which patients were receiv- 
ing Ritalin and which cases reserpine. 

Dosage : One group of patients was given 
an initia] dose of Ritalin on the average of 
10 mg. daily. This was increased gradually 
over a few weeks until an optimal daily 
dose was reached. Individual doses ranged 
from 20 mg. daily to 40 mg. daily, with an 
average daily dose of 30 mg., taken as 
10 mg. t.i.d. Patients in the reserpine group 
received an average dose of 0.25 mg. t.i.d., 
given orally, during the entire treatment 
period. 


RESULTS 


Verbal Intelligence Test Findings: Pre- 
treatment and post-treatment verbal IQ 
averages are given in Table 1 for our group 
of patients on Ritalin and on reserpine. 


TABLE I 


Pre- AND Post-TREATMENT VERBAL INTELLI- 
GENCE QUOTIENT AVERAGES 


Average Intelligence Quotient 
Before After 
N| Treatment Treatment 
Ritalin group 54 72.3 71.0 
Reserpine group 54 70.8 71.9 


It may be seen from Table I that a slight 
loss rather than a gain was shown after 
treatment with Ritalin for a period of 6 
months. This loss is not significant statisti- 
cally, but does indicate for this group that 
it was not possible to validate clinical find- 
ings by psychological test in the ideational 
area. Findings also agree closely with those 
of the reserpine group, where an average 
rise of only 0.9 points in IQ was recorded 
after therapy. Results of our study indicate 
that no essential change took place fol- 
lowing treatment with Ritalin and reserpine 
in verbal intelligence test response involv- 
ing ideational material. 

Performance Test Results : In contrast to 
results on verbal intelligence test, the group 
of patients treated with Ritalin does show 
more acceleration than the reserpine group 
following treatment on performance tests 
of motor skill and speed of reaction. 
(Table 2). 


TABLE 2 
Pre- AND Post-TREATMENT PERFORMANCE 
QuoTIENT AVERAGES 


Average Performance 
Test Quotient 
Before After 
N| Treatment Treatment 
Ritalin group 54 69.6 75.0 
Reserpine group 54 68.4 69.2 


A rise of 5.4 points in performance quo- 
tient is recorded following treatment with 
Ritalin (Table 2), and one of only 08 
points for the reserpine group. Error ratings 
were affected very little, but reaction time 
on all sub-tests was measurably faster fol- 
lowing Ritalin therapy than for patients 
treated with reserpine, as may be noted in 
Figure 1, 

Figure 1 indicates that al] re-test ratings 
on timed tests following Hitalin therapy 
were improved substantially, whereas only 
minor fluctuations were obtained in reser- 
pine re-test scores which were both positive 
and negative. There is also no overlapping 
noted between ranges of improvement on 
the two drugs. 

Inasmuch as reaction time is one of the 
most objective and accurate measures of 
stimulation, we consider these findings 
showing acceleration with Ritalin to be 
significant, even more so than clinical obser- 
vations indicating its effectiveness. While 
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Figure 1 
AVERAGE REDUCTION IN REACTION TIME Fot- 
LOWING RITALIN AND RESERPINE THERAPY 
On Various PsYCHOLOGICAL TESTS 


differences obtained are not unequivocal in 
a statistical sense, it is believed a trend may 
be indicated, and that a genuine difference 
may eventually be established between 
action of the two drugs with further ex- 
perimentation on larger groups of patients. 


CLINICAL IMPRESSIONS 


Qualitative estimates of pre- and post- 
treatment behavioral differences by clinical 
observation were made by the neuropsy- 
chiatrist and are given in Table 3. 


TABLE 3 


Pre- AND Post-TREATMENT BEHAVIORAL 
OBSERVATIONS BY THE NEUROPSYCHIATRIST 
RESERPINE 


Behavior R 
(N 54) (N 54) 
Better Same Worse Better Same Worse 


@ % % 


N 


Anxious, tense, 
insecure 65 35 66 34 


Hyperactive, 
aggressive 50 50 66 34 


Withdrawn, shy, 
quiet 19 66 34 60 35 


Unresponsive, 
slow, 
depressed 22 73> 623 20 60 20 


Irritable, ex- 
citable 13 2: 23 © 2 


Table 3 shows that some behavioral im- 
provement occurred in all categories for 


t 


patients on Ritalin or reserpine, positive 
reactions to the drugs outweighing nega- 
tive response in all instances. It appears of 
interest that when the classification of 
“anxious, tense, insecure” is considered, no 
difference in the effectiveness of Ritalin or 
reserpine was found, about two-thirds of 
the patients showing definite improvement 
in behavior following therapy. It is clear, 
on the other hand, that the greatest differ- 
ence favoring Ritalin occurs among the 
patients classified as “unresponsive, dull, 
depressed,” a 75% gain being recorded as 
compared to one of only 20% for patients 
treated with reserpine. 

In the present series reserpine gave bet- 
ter action where “hyperactive, aggressive” 
and “irritable, excitable” behavior were 
present originally than Ritalin did. Where 
symptoms of fatigue, listlessness, poor self- 
motivation, lack of energy, etc., prevailed 
before treatment, Ritalin seemed to be 
more effective for the group as a whole than 
reserpine, as was expected. 

Considerable overlapping in the action of 
both drugs is apparent, nevertheless, mak- 
ing it difficult to draw conclusions in the 
individual case as to the definite advantage 
of either drug when compared with the 
other. 

In terms of percentages, about 65%, or 
nearly two-thirds, of the patients treated 
with Ritalin were observed to have im- 
proved in behavior following treatment, 
while almost 60% of the reserpine group 
showed positive gain. No attempt was made 
to determine various degrees of change, but 
where improvement did occur, behavior 
was sufficiently better to be apparent to 
parents and teachers in the case of children, 
as well as to the neuropsychiatrist. Sub- 
jective reports of adult patients generally 
supported clinical observations. 


TOXICITY 


Very few toxic signs appeared in our 
cases receiving Ritalin, and when they did 
appear they were relatively mild. Occasion- 
al insomnia, hyperactivity and loss of ap- 
petite on doses of above 30 mg. daily, par- 
ticularly in children under 6 years of age, 
were the most noticeable side reactions to 
Ritalin, while drowsiness constituted the 
major side effect of reserpine. It should be 
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mentioned also that following the present 
study many individual cases were placed on 
a combination of Ritalin and reserpine, or 
Ritalin and Thorazine, and it was possible 
to neutralize completely the previous seda- 
tion effects of reserpine or Thorazine by the 
addition of Ritalin. 


Discussion 


Generally favorable results have been re- 
ported in the literature with Ritalin 
as a cerebral stimulant. Drassdo and 
Schmidt(6), for instance, studied the effect 
of Ritalin on the mental capacity and psy- 
chic mood of 10 normal subjects. Mental 
sluggishness was produced by phenobarbi- 
tal following which the subjects were timed 
in the performance of simple arithmetic 
calculations. After a 14-day interval, the 
same subjects were given Ritalin (20 mg.) 
with phenobarbital and were again timed. 
Results of this research indicated a definite 
increase in mental capacity and alacrity 
with Ritalin. Psychic effects of the drug 
were determined by subjectivity or the 
personal observation of the investigators in 
60 patients, with about 70% reporting a 
pleasantly-stimulating effect of Ritalin. 
Lapinsohn(7) found it effective in Parkin- 
son’s disease ; and in a study with mental 
defectives, spastics, and epileptics, Car- 
ter(8) reported Ritalin extremely useful in 
over-sedation, particularly in epileptic chil- 
dren. 

“Good results” were obtained from a 
group of psychoneurotic patients treated 
with Ritalin for a period of 6 months, par- 
ticularly those with reactive depression, 
according to Davidoff's report(9). In this 
group 10 of 13 patients improved. Psycho- 
logical tests were given to 55 patients in 
the above study before and after Ritalin 
therapy, psychological test results and clin- 
ical (mental) status changes being cor- 
related in 20 of the cases. In only 5 cases 
where mental status and clinical findings 
indicated improvement did the psycho- 
logical results show lack of improvement. 
In the other 15 cases psychological test 
findings agreed with the clinical results. 

Jacobson(10) also reported “quicker im- 
vrovement” in a group of depressive pa- 
tients undergoing psychotherapy with Ri- 
talin than in a similar group without Ritalin. 


Hollander(11), Harding(12), Ferguson 
and Funderburk(13), Ayd(14), Noce and 
Williams(15), Brooks(16) and others all 
report successful action of Ritalin in reliev- 
ing depressive symptoms. 

Most investigators agree that toxic effects 
of Ritalin are infrequent and mild. Ayd( 14) 
reports that in optimum therapeutic doses 
of 30 mg. daily, Ritalin is a safe analeptic 
drug for relieving symptoms of reserpine 
and chlorpromazine over-sedation. The 
present study, nevertheless, points to con- 
siderable overlapping between areas of 
effectiveness in Ritalin and reserpine treat- 
ment, indicating a need for further research 
on the basic action of the two drugs. 

It is worthwhile pointing out that gener- 
alizations seem subject to less error among 
psychotic patients than among those in- 
volving milder symptomatology. In com- 
menting upon the effect of reserpine and 
Ritalin among mental defectives, for in- 
stance, Ferguson and Funderburk(13) re- 
mark that “most non-psychotic patients 
present but little of the deep change seen 
in the psychotics”, and conclude, 


from these observations we feel that in the 
true psychotic there is a definite chemical 
change which Serpasil and Ritalin, by their 
action tend to reverse, while in the non-psy- 
chotic this chemical change has not occurred, 
so the problem is primarily one of controlling 
reflexes and habit patterns. 


Our own experience has shown wide 
variability of individual responsiveness to 
each type of drug to be characteristic 
among non-psychotic patients, it often be- 
ing difficult to determine in the individual 
case whether a particular patient will de- 
rive more benefit from a so-called tran- 
quilizing drug or from a cerebral stimulant. 
Large differences in reaction were typical 
of non-psychotic children given reser- 
pine(18), action of the drug “aggravating 
the behavior problems in some children and 
causing improvement in others.” Good re- 
sults were likewise obtained in individual 
cases among patients who had originally 
been classified in divergent categories such 
as “hyperactive” and “unresponsive, dull, 
depressed”, using the observational method 
as a criterion of success with reserpine(19). 
In the “unresponsive, dull, depressed” group 
at the beginning of treatment, motivational 
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factors were reflected in such forms as 
neurotic fatigue, listlessness, ennui, lack of 
energy, disinterest, lack of attention, in- 
ability to concentrate because of lack of 
effort, etc. On the basis of findings to date 
therefore it is not possible to make a sharp 
delineation as to precise areas of effective- 
ness of reserpine, and it is believed that 
much more remains to be learned regarding 
action of the drug. Results suggest that the 
action of reserpine may be one of an “emo- 
tional regulator”, which brings the extremes 
of affect and behavior into more normal 
focus rather than producing a “calming” 
action only. 

By the same token, diverse expression of 
disturbance in affective balance have been 
reported to have improved following treat- 
ment with cerebral stimulants. In the case 
of (1+-)-glutamic acid, for example, Albert, 
Hoch, and Waelsch(20) stated that in a 
group of retarded children “mood stability, 
agitation, restlessness and concentration” 
were improved along with intellectual func- 
tioning. Although Hoven(21) found no 
genuine intellectual improvement with 20 
debilitated or epileptic females treated for 
6 to 9 months, there was noticeable gain 
in behavior patterns, patients becoming 
quiet, adaptable, a little excited, active, and 
interested in their work. In dealing with 
mentally disturbed children and _ corre- 
sponding controls, Hofmann(22) also cited 
instances where agile children became quiet 
and manageable and inhibited children 
freer and spontaneous, following glutamic 
acid therapy. / 

It is our belief that much more exact 
definition is required as to basic dynamics 
of motivation before their behavioral mani- 
festations may be treated routinely under 
the dichotomy which the terms “tranquil- 
izer” and “stimulant” imply, and until this 
is done conclusions as to the effectiveness 
of drugs in either category in producing 
behavioral changes must be considered 
tentative. The present study was conducted 
with this hypothesis in mind, when an at- 
tempt was made to compare the action of 
Ritalin and reserpine on matched cases of 
behavioral disturbances in children and 
adults. Results here indicate that in many 
individual cases treatment is prescribed by 
the trial-and-error method and that much 


more research needs to be done. It is our 
feeling that if our own work has any basic 
significance to date, it is in the finding that 
both drugs have an overlapping effect, re- 
gardless of what they are supposed to do. 


SUMMARY 


1. Results of the present study show no 
significant improvement in verbal intelli- 
gence re-test quotient following 6 months 
of treatment wtih Ritalin or reserpine, 
during a time when behavioral improve- 
ment was noted in almost two-thirds of two 
matched groups of children with severe 
behavioral disorders. 

2. Results of motor test favor patients 
treated with Ritalin, reduction in reaction 
time being much larger for all sub-test 
items on re-test than for the reserpine group 
where no essential change is recorded. In- 
asmuch as reaction time is one of the most 
objective and accurate measures of stimula- 
tion, increased speed of reaction under Ri- 
talin is a significant finding. 

3. Group findings agree with those of 
other investigators in showing that Ritalin 
is more effective than reserpine in allevi- 
ating depression, increasing alertness, less- 
ening listlessness, etc., the most favorable 
results being noted where these pre-treat- 
ment symptoms were present. Overlapping 
between the action of both drugs was noted 
in all behavioral categories following ther- 
apy, making interpretation difficult in in- 
dividual cases as to the drug of choice. 

4. Toxic signs were infrequent and mild, 
treatment with Ritalin causing occasional 
insomnia, hyperactivity, loss of appetite, 
etc., on large doses, especially in children 
under 6 years of age, but no serious un- 
toward side reactions were seen in any of 
of the patients treated. Drowsiness consti- 
tuted the major toxic sign in reserpine 
therapy. 
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PSYCHIATRIC ASPECTS OF TRAINING FOR HONORABLE 
SURVIVAL AS A PRISONER OF WAR’ 


LOUIS JOLYON WEST, M. D.? 


Special survival training, including train- 
ing that prepares a man for the eventuality 
of becoming a prisoner of war, is a by- 
product of modern warfare and is a par- 
ticular problem of the Air Force. Flying 
over enemy territory with the constant 
hazard of forced landing or parachute 
escape from a damaged aircraft, the air- 
man continually faces a potential survival 
situation. Yet ordinary basic training gives 
him only rudimentary skills in the use of 
weapons for self-defense. It does not con- 
dition him for long marches and highly un- 
comfortable bivouacs. The flyer has not 
had any close contact with the enemy or 
his terrain; he is not toughened by the 
rigors of ground warfare. There is a violent 
contrast between his combat situation in an 
aircraft and his survival situation on the 
ground. Furthermore, a future conflict may 
confront our airmen with the possibility of 
capture by an enemy who has developed 
psychological warfare to the greatest extent 
in history, and who continues to wage this 
warfare unrelentingly against the prisoner 
who falls into his hands. 

American prisoners of war held by the 
Communists during the Korean conflict 
were in many ways unprepared for the 
survival situations in which they found 
themselves. Segal’s studies (based upon an 
overall statistical analysis of records of 
3,323 Army personnel) show that about 
15% of American prisoners were success- 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 13-17, 
1957. This report is based in part upon work done 
under Air Force Contract 41 (657)-75, ARDC Project 
No. 7733, Task 77314, in support of the research 
and development program of the Air Force Personnel 
and Training Research Center, Lackland Air Force 
Base, Texas. Permission is granted for reproduction, 
translation, publication, use, and disposal in whole 
and in part by or for the United States Government. 
Opinions herein expressed are those of the author 
and do not necessarily represent official views of the 
United States Air Force. 

2 Professor and Head, Department of Psychiatry, 
Neurology, And Behavioral Sciences, The University 
of Oklahoma School of Medicine and University 
Hospitals, Oklahoma City. 


fully maneuvered or pressured by the 
enemy into undue acts of compliance. His 
data further indicate that fully 80% of 
American captives were relatively passive 
in the POW situation, leaving only ap- 
proximately 5% who were vigorous enough 
and consistent enough in their opposition 
to enemy pressures to win subsequent com- 
mendation for themselves as “resisters,” 
(1). Details of the techniques whereby the 
Communists elicit various types of com- 
pliant behavior from their prisoners have 
been reported by Schein(2), Lifton(3), 
Hinkle and Wolff(4), Biderman(5), and 
others. 

Analysis of the experiences of the 235 
returned Air Force prisoners of the Chinese 
Communists provides an additional under- 
standing of the scope of captivity pres- 
sures. Captured airmen were subjected to 
vigorous interrogation because of the high 
priority accorded air information. In addi- 
tion, the enemy put special pressures on 
captured flyers for particular propaganda 
efforts. Most prominent among these were 
the notorious germ warfare confessions, 
elicited and widely publicized after Feb- 
ruary 21, 1952, as part of the world-wide 
Communist propaganda campaign against 
the United States. 

I have reported elsewhere on the ex- 
periences of United States Air Force pris- 
oners of the Communists, with particular 
reference to false confessions of bacterio- 
logical warfare(6). The Communists were 
fairly successful in eliciting these false con- 
fessions from men who received the “full 
treatment.” The psychological basis for this 
success has also been discussed elsewhere 
(7). Three out of every 5 airmen sub- 
jected to systematic pressure to confess 
having engaged in germ warfare gave the 
enemy some sort of a false confession. 
Many of these “confessions” were used for 
propaganda purposes. 

Careful study of these cases reveals that 
it is not accurate to regard compliance and 
resistance to the damands for false con- 
fession as all-or-none reactions. Biderman 
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(5) has classified a wide range of responses 
from complete resistance to complete com- 
pliance. A great many behaviors may be 
tabulated within this range. Nobody main- 
tained the same position on the continuum 
throughout his period of captivity, and the 
study of individual cases reveals that re- 
sistance to the enemy’s demands actually 
consitituted a dynamic rather than a static 
process. The concept that every man has 
his breaking point is thus seen to be an 
oversimplified, and perhaps inaccurate, 
generalization. A more useful statement 
might be that many factors influence the 
ability of a man to resist pressure. 

Information obtained from returned 
military captives makes it possible to tab- 
ulate the Communists’ coercive methods 
for eliciting individual compliance. Hinkle 
and Wolff stress the relative rigidity of the 
system which engenders the particular type 
of coercive method used by the Chinese 
Communists(4). Our own studies bear out 
the relatively predictable and standardized 
nature of these techniques. It therefore 
becomes a rational possibility to organize 
this information into the total body of 
knowledge that can be placed at the dis- 
posal of individuals who may become 
Communist prisoners. 

Because of the Korean War experience, 
the Air Force has attempted to prepare 
members of potential combat aircrews for 
the possibility of capture, as well as for 
various escape and evasion situations in 
which they might find themselves in the 
event of forced landing or bail-out behind 
enemy lines in some future conflict. Re- 
cently one phase of this survival training, 
covering resistance to interrogation and 
indoctrination, received adverse publicity 
following the publication of a description 
of the training procedures at the Air Force 
Survival School, Stead Air Force Base, 
Nevada(8). Critics declared that such 
training might do more harm than good ; 
that individuals who went through survival 
training might be damaged by the stresses 
thereof ; that graduates of the course might 
develop anxiety neuroses which would im- 
pair their proper military function; and 
that the Air Force was conducting a “school 
for sadists”(9). It is the purpose of this 
paper to refute such notions, to propose 


a rational basis for the continuation and 
expansion of the type of training offered 
at the Air Force Survival School, and to 
outline procedures and concepts whereby 
such survival training efforts may be made 
even more effective. 


RATIONALE FOR SURVIVAL TRAINING 


Preparation for escape and evasion, and 
for the maintenance of life and mobility 
under extreme conditions, is now an ac- 
cepted part of aircrew training. The special 
survival training with which we are here 
concerned deals with preparation for the 
possibility of capture, interrogation, in- 
doctrination, and honorable survival in the 
POW situation. 

It has been stated that training which 
reveals the details of POW situations may 
stir up anxieties that will impair the flyer’s 
combat performance. This argument per- 
haps more than any other might give 
pause to responsible military authorities 
who must consider the overall training 
mission of which preparation for possible 
capture is only a small part. However, the 
airman of today has heard a great deal 
about Communist techniques in terms of 
“menticide,” “rape of the mind,” “brain- 
washing,” and the like. He knows that if 
he is captured unusual forces may be 
focused upon him, not only pressing him 
to give up valuable military information, 
but to abandon well-loved ideals, to adhere 
to strange concepts, to sign false confes- 
sions, to participate in propaganda activi- 
ties through which the enemy will seek to 
exploit him. 

Without special training to inform and 
prepare him for the possibility of capture, 
it is far more likely that the combat airman 
will suffer from nagging fears about mys- 
terious dangers than if the facts are re- 
vealed to him. Fear of the unknown may 
increase his susceptibility to the very ideo- 
logical pressures that he dreads. The 
dangers of becoming a catspaw for enemy 
propagandists, or of compromising one’s 
moral integrity under unknown stresses, 
represent very real threats to any man. 
Such threats can best be modified by a 
positive experience in the form of suitable 
training, which will thus enhance combat 
performance rather than impair it. 
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Military psychiatrists know (and phy- 
sicians who have been prisoners of war 
confirm) that the shock of entering the 
POW situation may cause a marked dim- 
inution in idealistic considerations on the 
part of individuals, with resultant dis- 
organization of the group. Many of the 
men who died in the Korean prison camps 
(more than one-third of those captured ) 
died because the group lost its organiza- 
tion and failed to nourish the individual's 
will to survive. Little of the training of 
these men prepared them for the eventu- 
ality of capture. They did not have a 
working knowledge of techniques to main- 
tain mental, physical, and moral integrity. 
Lacking such knowledge, they gave up; 
having given up, they died, or (casting 
about for an adaptive modality ), complied. 
If the captured individual is to resist and 
harass his captors, help his comrades, sus- 
tain the moral and organizational structure 
of the group, make observations of intelli- 
gence value, escape, return to his unit, 
maintain military discipline and personal 
integrity—in short, if he is to survive with 
honor—the preservation of major ego func- 
tions is a prime necessity. The exercise of 
learned techniques and stratagems (de- 
rived from realistic training situations and 
based upon factual understanding of the 
nature of forthcoming stresses), will 
powerfully reinforce ego defenses when 
the predicted stresses occur, and will pro- 
vide a framework within which supportive 
interpersonal relationships (among the 
men under stress) can develop. 


PREPARATION FOR STRESS 


It is vital to educate the combat crew 
member with regard to the overall nature 
of the conflict, the significance of the role 
of his organization, and the importance of 
the behavior of each member thereof even 
after capture. In the light of this knowl- 
edge the trainee will develop a feeling of 
familiarity with the stressful situations that 
he may be required to face. 

Familiarization should cover the entire 
scope of survival. With particular regard 
to the POW situation, the trainee should 
receive a clear-cut account of the enemy’s 
activities in the past. At every point along 
the way, he should be given some indica- 


tion of the methods and techniques avail- 
able to avoid, resist, and otherwise cope 
with situations that may arise. A realistic, 
undistorted, truthful account of what a 
man can expect constitutes a major protec- 
tion for him. It helps to protect him against 
untoward reactions arising from the stress- 
ful effects of encountering the unfamiliar 
and the unexpected. It further helps to 
protect him from unreasonable fears and 
anxieties arising from dread of the un- 
known, thus supporting his combat effec- 
tiveness in the face of the risk of being shot 
down and captured. 

The anectodal account by an instructor 
who has experienced and survived the type 
of situation under discussion is very valu- 
able. The instructor should be careful to 
emphasize the survival value of the know}- 
edge being imparted to the trainee. Identi- 
fication of the trainee with his instructor 
should be fostered. 

Training films can be extremely effective 
and considerable care should be put into 
their manufacture. The good training film 
will be realistic, attention-holding, and 
highly pertinent ; it will resemble the best 
“documentaries” in its use of real persons 
and places whenever possible. However, the 
use of known actors and dramatic effects 
such as background music does not neces- 
sarily militate against the success of a film 
in putting across information and con- 
cepts. A good film of the Hollywood type 
will probably be more effective than a 
dull version of the traditional training film. 
Small group discussions under skilled 
leaders should follow the films. 

Didactic lectures are generally not as 
effective as films and anecdotal accounts. 
To make them more effective, visual aids 
should be employed, special dramatic ef- 
fects should be introduced, and various 
techniques to bring about audience partic- 
ipation should be utilized. 

Demonstrations should be made as vivid 
as possible, should be characterized by the 
emergence of positive methods to deal with 
whatever may arise, should not embarrass 
trainees or force them to demonstrate fail- 
ure, should be brief, and should be followed 
by small group discussions. 

Personal participation provides feelings 
of familiarity and mastery of prototype 
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situations. Benefit derives from participa- 
tion in mock interrogation procedures, for 
example, if these are preceded and fol- 
lowed by expert briefings by someone out- 
side the interrogation situation, and if the 
overall effect is the demonstration to the 
trainee of some measure of success, The 
endurance of some discomfort may actually 
be helpful ; physical pain or injury need not 
occur. Torture is usually associated by 
trainees with the interrogation situation 
(the “third degree”) or with the coercion 
situation (“false confessions” ). 

The trainee should be made familiar with 
the fact that physical and psychological re- 
actions to stress will occur as the individual 
utilizes various means of adaptation. It is 
important to emphasize that there will 
always be an opportunity for some sort 
of an adjustment, and that the exercise of 
flexible and adaptive behavior (within the 
limits posed by the President’s Code of 
Conduct) will facilitate such an adjust- 
ment. 

The potency of a situation to evoke a 
fear reaction is governed by its meaning 
to the individual in terms of (a) actual 
previous experience, and (b) fantasied or 
symbolized threat. The unknown always 
has a high fear-producing potency be- 
cause the imagined threat is not limited 
by the reality of previous experience. In a 
recent experiment, Grinker(10) found that 
simply putting a subject into a strange lab- 
oratory provoked a more marked degree of 
anxiety than did deliberately inflicted psy- 
chological stresses in that same laboratory 
on subsequent occasions. There are many 
other clinical and experimental data to bear 


out the value of dispelling the fear of the 


unknown. Furthermore, training that famil- 
iarizes an individual with the nature of 
fear reactions will help him to accept his 
own emotional responses to stress and will 
leave him better prepared to control his 
reactions when such control has major sur- 
vival value. 

While experience helps to dispel the fear 
of the unknown, it may either diminish or 
enhance the potency of the stressful situ- 
ation according to the altered meaning of 
the stimulus to the individual. The fear of 
pain may be more stressful than the pain 
itself. On the other hand, an experience 


may be both frightening and painful, yet its 
repetition may be less stressful because it 
is now familiar, because its limits have been 
perceived, because the memory and imagi- 
nation of the individual enable him to 
equate it with other known experiences, 
and because defenses have been developed 
through fantasied re-experiences during the 
interval. A man’s resistance to deliberately 
inflicted pain can be reinforced by the 
knowledege that it is highly unlikely that 
he will be killed or prematurely injured, 
that there is a “ceiling” of pain perception 
(“it can only hurt just so much”), that if 
he faints he may be released, that he is 
entitled to protest. and act out his feelings 
of righteous indignation because it is 
against the enemy's own ground-rules to 
resort to brutal torture, and that it is likely 
that a good show of resistance will mean 
that he'll be left alone in the future. 

Similarly, other stressful situations can 
be rendered less potent by a combination of 
information and previous experience. In- 
dividuals can adapt to presumably inedible 
diets, and it has been found that an ex- 
perience with objectionable food may make 
future use of it easier even for the man 
who was previously nauseated by it. A man 
can learn that it is possible to go for 10 
days without food, that he can travel 150 
miles or more during that period with prop- 
er pacing, that hunger pangs often dimin- 
ish after 72 hours, that he can go for 6 
months on half of his usnal diet, and that 
no serious or permanent ill effects will re- 
sult from such experiences. This informa- 
tion can be made doubly meaningful by 
training that involves a long trek on short 
rations. Such knowledge and experience 
may spell the difference between survival 
and death, It may also be of great value in 
coping with the threat or practice of food 
deprivation in a POW situation. The pris- 
oner need not die or collapse psychologi- 
cally because of the fear of starvation. 
Neither should he starve when nourish- 
ment is available in the form of unfamiliar 
but edible substances. 

Recent experiments with isolation of hu- 
mans suggest that the first experience is 
usually the most disturbing. Knowledge of 
this, and knowledge of many successful 
psychological maneuvers to maintain 
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equanimity during periods of solitary con- 
finement, may make it possible for an in- 
dividual to deal rather effectively with 
this highly stressful situation. The captive’s 
effectiveness will be increased by a clear- 
cut knowledge of (a) the enemy’s motives 
in utilizing such a method, (b) what the 
enemy anticipates that the prisoner's re- 
action will be, and (c) the knowledge that 
the prisoner is not wholly without assets 
in this situation. He should realize that the 
captor may have a demanding timetable. 
He should appreciate the fact that the cap- 
tor’s threat of indefinite solitary confine- 
ment is probably a bluff, and that the cap- 
tor hopes that isolation will make the 
prisoner more suggestible and more de- 
pendent upon his interrogator. He should 
be able to ask himself why it is necessary 
for the enemy to go to such elaborate ex- 
tremes to bring about a given effect. If the 
enemy attempts intensive indoctrination 
after a softening-up period of isolation, the 
prisoner should know that there are ways 
of “not hearing” what is said ; that he can 
oppose the captor’s suggestions with con- 
trary autosuggestions ; and—most import- 
ant—that he can listen to and accept some 
of what he hears without necessarily losing 
his faculties of critical judgment and free- 
dom of thought. 

The trainee should know that simple 
sleep deprivation for periods up to 5 days 
will not cause serious harm, injury, or in- 
sanity. If he knows that occasionally a pris- 
oner may be forced to stand for 48 hours 
without sleep, he should know also that 
eventually—perhaps if the prisoner be- 
comes “delirious’—the enemy will permit 
some rest. A delirious reaction is not too 
difficult to stimulate, and such a stimulation 
may constitute a worthwhile defense. The 
prisoner should know that there are many 
ways of stealing a little sleep, and that 
sleep under difficult situations (e.g. with 
the lights on) is still worthwhile and phy- 
siological. 

There are many other forms of stress that 
a prisoner of war may encounter. It is par- 
ticularly important for the trainee to learn 
that much of the stress of certain pro- 
cedures derives from the captive’s unwitting 
cooperation with the enemy. A guiding 
principle should be, “If it’s going to happen, 


make them do it to you; don’t let them 
make you do it to yourself.” For example, 
the man who stands for 48 hours without 
sleep is going to experience painful swell- 
ing of the legs. At a certain point, he might 
justifiably refuse to stand any longer, 
despite threats, contumely, and physical 
abuse. The enemy who is using this method 
is unlikely to inflict serious injury on his 
prisoner. The man who refuses to stand 
long enough to injure himself may find that 
his captors will substitute some less stress- 
ful interrogation procedure rather than 
leave themselves open to the charge of un- 
called-for brutality. 


INDOCTRINATION, FALSE CONFESSION, AND 
INTERROGATION 


Data regarding Communist methods of 
indoctrination are now available. It appears 
that in many ways this activity is highly 
standardized, and also receives a high pri- 
ority as far as the enemy is concerned. 
There is good evidence that Americans can 
do well in resisting Communist indoctrin- 
ation (“brainwashing” or “thought re- 
form”), particularly when they realize the 
true nature of the so-called “lenient policy.” 
Success in resisting indoctrination breeds 
success in other forms of resistance. Al- 
though rewards and deprivations are uti- 
lized by the Communists to reinforce de- 
sired behavior, it is rare for physical brutal- 
ity to be employed in connection with in- 
doctrination. Instead, group pressures are 
exerted. Preparation (through education, 
familiarization, and psychological arma- 
ment in the way of resistance techniques ) 
is particularly desirable in the sphere of 
indoctrination. 

Such training can pay a double dividend. 
Unwarranted fears of “brainwashing” are 
dispelled from the minds of airmen who 
receive such training. In addition their 
patriotism and their understanding of the 
basic struggle can be greatly enhanced. 
This type of educational experience is of 
great value in maintenance of morale and 
combat effectiveness, if it can be made 
personally meaningful. The training situ- 
ation in a well-organized survival school 
is geared to make it personally meaningful. 
The trainee comes to realize exactly why it 
is that his country asks him to risk his life. 
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He is more likely to have an answer when 
he asks himself, in some future combat 
situation, “What am I doing here? Why 
must I serve? What am I fighting for? 
What am I fighting against ?” 

The remarks made above in reference to 
indoctrination apply to the issue of the 
false confession. Of particular importance 
is that aspect of training which shows that 
the “right” thing to do is often also the 
“safe” thing to do. Men who are risking 
capture by Communist forces should be 
thoroughly equipped with the knowledge 
that they are entitled to certain privileges 
and rights as prisoners of war under the 
Geneva Convention, and that they sign 
away those rights by signing confessions of 
“war crimes.” Granted that the pressures 
may be great, and that some men may ca- 
pitulate even though they are prepared, 
the government owes it to every man to 
equip him with information and training 
to help him protect himself from this par- 
ticular depredation of the Communists. 

If the President’s Code is to be carried 
out, every man must be prepared to give 
only name, rank, serial number, and date 


of birth in interrogation procedures. He 
should be prepared for the enemy’s tricks, 


threats, brutalities, and kindnesses. He 
should also be prepared for the possibility 
of special pressures such as sleep depriva- 
tion or solitary confinement. He should 
learn to give only his name, rank, serial 
number, and date of birth in response to 
any question that the Geneva Convention 
does not require him to answer. If forced 
from this position by overwhelming pres- 
sure, he must be prepared to utilize vague 
and evasive statements, garrulous and cir- 
cumstantial recitations, and “cover stories” 
if such have been agreed upon. He must 
have a poor memory, be unable to under- 
stand the questions, and appear confused 
and bewildered. 

In order to get some notion of interroga- 
tion techniques and the quality of the in- 
terrogation situation, the trainee should 
have the benefit of organized material re- 
garding usual enemy practices. He should 
see training films presenting this in dra- 
matic form, and should participate in 
situations structured to permit him largely 
to succeed in frustrating an “enemy” inter- 


rogator. Although everyone knows that 
this is play-acting, it still has meaning and 
value for the trainee. Since this was one of 
the most controversial issues of the Stead 
Air Force Base program, a few more words 
are in order. 

In all other forms of training for stressful 
situations, military experience has stressed 
the simulation of reality. The soldier on 
maneuvers knows that the “Blue” Army 
is not a real enemy. On the infiltration 
course the infantry recruit knows that the 
bullets will not hit him if he keeps down. 
The pre-flight cadet runs through flames 
to rescue a dummy from a “burning” air- 
plane. All the accumulated wisdom of 
military training experts indicates that such 
experiences are worthwhile preparations 
for future grim reality. 

Although any stressful situation may 
have either a “sensitizing” or an “immuniz- 
ing” effect, in training situations the latter 
is much more probable. Recent experiments 
by Funkenstein(11) suggest the value of 
the concept of “adaptation to stress in time” 
as an indicator of mastery. In military 
training situations it is always more likely 
that exposure to stress will lead to adapta- 
tion. This should be facilitated by pre- 
venting individuals from experiencing gross 
uncorrected failure. Torrance(12) has re- 
cently shown that even supposedly “failed” 
adaptive efforts in training may have sur- 
vival value and are more likely to be 
“immunizing” than “sensitizing.” If the 
trainee fails, however, special attention 
should be given to insure that he goes 
through the situation again as soon as pos- 
sible, this time to succeed. 

If the will to survive is to be nurtured 
and kept glowing through hardship, depri- 
vation, and pain, the trainee must develop 
some understanding of the psychological 
forces on which his life depends. He should 
understand that fatigue, malnutrition, or 
disease may depress his spirits, but that this 
is a reversible process. He should learn the 
nature of basic group dynamics in terms 
of loyalties, identifications, and the ways in 
which individuals can draw strength from 
the group. He should appreciate the role 
of leadership and prepare for loss of a 
leader by learning how to use covert 
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leaders, a secret group organization, and 
special signs and rituals. 

The stresses of survival training provide 
material for a considerable learning ex- 
perience in the fundamentals of mental 
hygiene, which will prove helpful to the 
trainee in many subsequent stress situations, 
combat and otherwise. Success of this as- 
pect of training will depend upon the pres- 
ence and active participation of profession- 
ally competent individuals with a suitable 
background for this type of work. Such 
psychologically trained instructors will be 
of value, not only in teaching the trainees 
principles of mental hygiene, but in many 
other aspects of the training program as 
well. 

Discussion 


The value of a well-organized, rugged, 
and inclusive training program for the man 
who may see combat has been established 
and re-established. Yet today there appears 
to be some confusion regarding the motives 
of the military authorities who seek to give 
our service personnel the type of training 
that experience tells us they need. Some 
of this confusion may arise from conflicting 
reports regarding the behavior of our 
troops in Korea, particularly with regard 
to the basis for their deficiences. 

In a widely circulated article (and in 
many personal and tape-recorded lectures ) 
Mayer has criticized the performance of 
American POWs in Chinese Communist 
hands(13). He states that a large number 
of the POWs were lacking in patriotism 
and had an inadequate understanding of 
American traditions and institutions. These 
defects (together with insufficient religious 
conviction ) are felt by Mayer to be respon- 
sible for the performance turned in by the 
POWs as a group which, in his opinion, 
was inadequate and compared unfavorably 
with the performance of other captured 
groups (e.g. the Turks) and with the per- 
formance of American prisoners in other 
wars at other times and places. Mayer's 
article specifies that the shameful per- 
formance of the POW resulted from inade- 
quate personality development. According 
to him, the roots of these inadequacies lie 
in the community, the school, the church, 
the home, and family. He views with alarm 
the loss of old-fashioned virtues exemplified 


by the patriotic fervor and firm religious 
convictions of our ancestors. Mayer says, 
“The behavior of many Americans in Ko- 
rean prison camps appears to raise serious 
questions about American character.”(13) 

In my opinion, many of Mayer's con- 
clusions are not justified by the available 
data. I think it is possible to understand 
the behavior of most of the American pris- 
oners of the Chinese Communists in terms 
of the nature of the prison situation, the 
pressures that were applied, the war that 
was being fought, the military status of the 
troops that were captured, and their overall 
deficiencies in training and preparation for 
the survival situation in which they found 
themselves. This understanding can be 
achieved without the necessity for raising 
doubts as to the basic adequacy of our 
American institutions to prepare the aver- 
age citizen to enter loyally and effectively 
into the defense of his country. 

Studies of military psychology indicate 
that good performance under stress arises 
from two general sources : 1. Positive moti- 
vating forces derived from interpersonal 
relationships within the situation-bound 
group ; 2. Previous experience with similar 
or prototype situations in which adaptation 
to stress over a period of time has been 
achieved with an accompanying sense of 
mastery and self-confidence. Without gain- 
saying the desirability of a constant im- 
provement in the characterological qualities 
of the younger generation, I venture to pro- 
pose that there is a great deal still to be 
done within the overall scope of military 
training that can better prepare our fighting 
men for the many types of stress to which 
modern warfare may expose them. 

The thesis that good survival training 
means better combat performance is sup- 
ported by the results to date. This makes 
sense in view of our understanding of fac- 
tors influencing combat performance. In 
brief, it may be stated that combat effec- 
tiveness correlates with high morale and 
with that intangible element called 
“fighting spirit.” One of the most effective 
stimulants of this spirit is the phenomenon 
of the mutually-experienced successfully- 
mastered stress. A successful combat mis- 
sion has this unifying effect on the crew. 
The successful completion of a tough course 
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of training has a similar effect. To this must 
be added the value of acquiring a realistic 
appraisal of the enemy, the development of 
a sense of confidence in one’s ability to 
survive under adverse circumstances, the 
increased awareness of the value of the 
group to the individual and the value of 
the individual to the group. The latter is 
particularly important, since it must occur 
to every airman who attends the Survival 
School that the time, effort, and money 
spent on teaching him to survive after he 
is down behind enemy lines reflect a genu- 
ine and vital concern on the part of the 
Air Force for him as an individual. This 
awareness increases his feelings of loyalty 
to the Service and makes him a more effec- 
tive fighting man. 
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The recent widespread use of the newer 
tranquilizing drugs has brought about, as 
is the case with any new agent, many re- 
ports of the potential toxicity of these 
preparations. These reports have empha- 
sized primarily toxic, allergic or idiosyn- 
cratic reactions, such as jaundice(1-3) 
and agranulocytosis(3-5). The toxic side 
effects inherent in the pharmacologic 
properties of the drugs have not, however, 
been emphasized outside the pharmaco- 
logic literature. 

The phenothiazine derivatives, the pro- 
totype of which is the antihistaminic 
promethazine (Phenergan) with its deriva- 
tives, chlorpromazine (Thorazine), proclo- 
perazine (Compazine), mepazine (Paca- 
tal) and others, all have in common 
varying degrees of anticholinergic atropine- 
like activity (6-9). This blockage of effector 
organs of post-ganglionic nerves is demon- 
strable in the intestines, pupils, salivary 
glands, and skin(8-9). 

We have recently had the opportunity 
to observe such atropine-like actions in a 
clinical situation, to a startling extent not 
previously reported.” 


Case REPORT 


A 36-year old white male with a well-estab- 
lished diagnosis of simple schizophrenia, but 
otherwise in good health, was admitted to the 
private service of the Mount Sinai Hospital 
because of high fever of 3 days’ duration. 

For 6 weeks prior to this admission he had 
been hospitalized at a private mental sana- 
tarium where he was treated with tranquiliz- 
ing agents for the duration of his stay. This 
treatment consisted of mepazine (Pacatal) 
25 mg. q.i.d. and procloperazine (Compazine), 
5 mg. q.i.d. He noted no side effects while on 
these medications, except decreased sweating. 


1 From The Mount Sinai Hospital, New York, 
N. Y. 

2 After this paper was submitted for publication, 
Ext. (Ext., H. J.: N. Y. State J. M. 58: 1877, 1958) 
reported cases having clinical features almost identi- 
cal with those of our patient, and it is probable that 
still other cases are as yet unreported. 


ATROPINE-LIKE POISONING DUE TO TRANQUILIZING AGENTS 


PETER R. MAHRER, M.D., PHILIP S. BERGMAN, M.D. anp 
SOLOMON ESTREN, M.D.1 


Three days before admission a sudden heat 
wave with temperatures as high as 93°F and 
humidity of 60-80% enveloped New York 
City. On the second day of this warm spell the 
patient’s temperature was found to be 105°F. 
He was given several injections of penicillin 
without any response. The tranquilizers were 
continued. Because of the persistence of high 
fever levels of 104° to 105°F he was trans- 
ferred to the Mount Sinai Hospital. At the 
time of his arrival there the temperature in 
New York City was 90°F. 

Physical examination on admission revealed 


an acutely ill man. His pulse was 110/min., BP. 


110/60, and respiration 20/min. He was de- 
lirious, garrulous, and disoriented as to time 
and place. His face was markedly flushed; 
pupils were dilated and failed to react to light. 
The mucous membranes of the mouth and the 
skin were entirely dry, though the tissue turgor 
and eyeball tension were grossly normal. Not 
the slightest trace of perspiration was evident 
anywhere on his body. The throat was dif- 
fusely red, and the uvula moderately swollen. 
Hard feces were present in the rectal ampulla. 
The remainder of the examination, including 
a complete neurological examination, was en- 
tirely normal. 

The admission laboratory studies included a 
normal urinalysis, Hgb 12 Gm., a white cell 
count of 6,000/mm with 56% polymorphonu- 
clear cells and 44% lymphocytes. Nose and 
throat cultures showed Staphylococcus aureus. 
Blood and urine cultures were sterile. Agglu- 
tination studies for heterophile antibodies, cold 
agglutinins, brucellosis, shigella, salmonella, 
and rickettsial diseases were negative. A first 
strength tuberculin test was negative and a 
chest x-ray showed no pulmonary abnormali- 
ties or infiltrations. A subsequent blood count 
2 days after admission was again normal with 
a Hgb of 12.8 Gm., WBC 8,200 with a dif- 
ferential count of 9% band forms, 58% poly- 
morphonuclear leukocytes, 30% lymphocytes 
and 3% monocytes. Repeat urinalysis also 
failed to show any abnormality. 

The patient was treated with aspirin and 
covered with a wet sheet upon which a fan 
was directed. Because of his difficulty in swal- 
lowing associated with the dry throat and 
swollen uvula, he was given intravenous fluids. 
On this therapy alone the temperature fell to 
normal within 8 hours; and the delirium 
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cleared simultaneously with the temperature 
fall. The pupils at that time remained dilated, 
however, and did not react to light. The skin 
also remained dry at the time the temperature 
first became normal. Not until 36 hours after 
admission did the pupils become smaller; and 
normal size and light reaction were first at- 
tained 72 hours after hospitalization. 

Perspiration in the axillae and at the base 
of the neck became perceptible some 36 hours 
after admission, and gradually increased to 
include face and arms. Not until he had been 
in the hospital for 80 hours, was perspiration 
free and commensurate with the external tem- 
perature and humidity. 

The patient remained afebrile but a her- 
petiform eruption about his lips and tongue, 
and several aphthous lesions on the uvula and 
right tonsillar area, appeared. These cleared 
on local therapy with gentian violet and the 
patient was discharged asymptomatic 12 days 
after admission. 


Discussion 


The anticholinergic effects of the pheno- 
thiazine derivatives are well known to the 
manufacturers of these drugs and appropri- 
ate warnings about constipation and 
blurring of vision, which are atropine-like 
effects, are included in the descriptive 
pamphlets. The danger of hyperthermia, 
one of the classical signs of atropine poison- 
ing(10-11), is not mentioned. This hyper- 
thermia, in the case of atropine at least, 
is not a central nervous system phenomenon 
but is probably entirely due to suppression 
of sweating with a consequent loss of 
ability to dissipate heat by evaporation 
(11). If such evaporation is blocked, the 
body relies entirely on conduction for dis- 
sipation of heat. In such a situation, the 
temperature differences between the body 
and the external air will determine the rate 
of heat loss. With external temperatures 
approaching those of body temperature, 
heat loss is markedly decreased, and 
hyperthermia results, as it did in our 
patient who was exposed to external tem- 
peratures above 90°F for several days. 

The complete suppression of sweat in 
this case probably resulted from a combina- 
tion of several circumstances. It has been 
shown(12) that a combination of Pacatal 
and Thorazine caused more drowsiness, 
blurring of vision and dryness of the mouth 
than did either drug alone in equivalent 


dosages. As Compazine is chemically very 
closely related to Thorazine, a synergistic 
action of Pacatal and Compazine may have 
been a factor in the severity of the anti- 
cholinergic reaction. The phenothiazine 
derivatives, though in general anticholiner- 
gic, have quantitatively different actions 
on the various end organs(8). Sweat func- 
tion has been investigated less than other 
autonomic functions because the bulk of 
the investigation has been done on dogs, 
an animal that does not sweat except on 
the foot pads. Consequently, it is possible 
that the drugs the patient had been taking, 
though modest in dosage, had a strong 
and synergistic suppressive action on sweat 
production. 

With the widespread use of tranquilizing 
agents, and the large dosages used in cer- 
tain psychiatric conditions, it is remarkable 
that there are no previous reports of a 
similar hyperthermic reaction, particularly 
since this is neither an allergic phenomenon 
nor an idiosyncrasy to the drug, but repre- 
sents a side reaction inherent in the phar- 
macology of these drugs. 

The treatment of this type of reaction, 
which undoubtedly will be seen more fre- 
quently, is simple. Though physostigmine 
is said to counteract atropine at the end 
organ(10), it should not be necessary to 
resort to such a potent agent with side 
reactions of its own; it should suffice, as 
it did in our case, to provide “artificial 
sweat” in the form of a wet sheet for 
reversal of the most important cause of the 
hyperthermia. Pilocarpine eye drops should 
serve admirably to control the pupillary 
paralysis. However, awareness of the pos- 
sibility of this condition and careful ob- 
servation of the perspiration on hot days, 
particularly of psychiatric patients taking 
tranquilizing agents, should eliminate any 
such cases. It should be noted that the 
effect of the drugs lasts for at least 3 days 
after discontinuance, and therefore ter- 
mination of the medication does not mean 
immediate immunity to the danger of 
hyperthermia. 


SUMMARY 


A case of atropine-like poisoning mani- 
fested by absence of sweating, hyper- 
thermia, pupillary paralysis, dry mucous 
membranes, and delirium, is reported. 
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These findings are ascribed to the anti- 
cholinergic properties of the tranquilizing 
agents of the phenothiazine group of drugs. 
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MENTAL SYMPTOMS AS PHENOMENA OF AGNOSIA, 
APRAXIA, AND APHASIA 


ARTHUR N. FLEISS, M.D.' 


Through the years, consideration of neu- 
rophysiologic problems in mental illness 
has continued. There is agreement that 
some physiologic activity in the brain, elec- 
trical or/and biochemical, not now easily 
measured, occurs with every thought or 
emotional experience. 

Regardless of where one’s orientation 
lies, whether the emphasis be on psycho- 
genic or physiologic cause, or both, in psy- 
choses, a theoretical concept of neuro- 
physiologic activity, drawing analogies to 
known physical brain defects may be of 
value. It is evident that there is much pre- 
cedent for such armchair philosophy in 
psychiatry. 

I wish to draw attention to the subject 
of aphasia, agnosia, and apraxia and dis- 
cuss whether these clinical entities, well 
documented as to some of their cerebral 
pathways, may help us to study and under- 
stand psychoses. Nielson recalls VonMona- 
kow’s postulate that “psychologic disturb- 
ances could not possibly be due to organic 
lesions of the brain” but “25 years later it 
became clear that such typically psycho- 
logic disturbances as amnesia for a part of 
the body or the delusion of its absence 
could result from a lesion in a highly speci- 
fic location”(1). 

We have learned that Brodmann’s area 
17 in the occipital pole is the primary visual 
center in the cortex and is involved in see- 
ing. But to recognize the objects one sees 
requires the functioning of area 18, just 
dorsal ; whereas to be able to revisualize 
and recall ‘to memory images of objects 
seen before, requires an intact area 19, just 
dorsal to area 18. Furthermore, it has been 
determined that area 18 is divided in its 
function so that its lower portion deals with 
recognition of inanimate objects and its 
upper part, with the recognition of animate 
objects. Similarly is area 19 divided into 


1From Department of Medicine—Neurology 
(Clinical Associate Professor) and Department of 
Psychiatry (Clinical Assistant Professor) State Uni- 
versity of New York, College of Medicine in Syracuse. 
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areas for animate and inanimate objects 
seen. 

In like fashion, in the temporal lobe, is 
our primary perception of sound, separate 
in cerebral location from the recognition of, 
and ability to recall what is heard. Also our 
ability to recognize and to recall to memory 
visual symbols such as letters and words, 
requires the functioning of area 39, the 
angular gyrus(2). 

For an individual to recognize (with the 
help of area 18) what he sees (with the 
help of area 17) also requires neural path- 
ways to areas of awareness and conscious- 
ness which are thought to be in gray matter 
around the 3rd ventricle. It is thereby pos- 
sible to see something and not be aware of 
the perception as in transient “absent- 
mindedness,” as well as to see something 
and not be able to recognize it at all or to 
recognize some characteristic of it, as in 
cerebral color blindness. There are there- 
fore all gradations of individual difference 
in powers of visual observation, in powers 
of reading recognition in children, in 
powers of auditory recognition and likely 
also in powers of recognition of other sen- 
sations such as pain, touch, smell, taste, 
etc. Is it not possible therefore that the 
variations in response to pain stimuli which 
we see in different patients, are due not 
solely or primarily to emotional differences 
but to variations in the development of 
ability to recognize primary sensation ? 

Is it possible then to postulate that, in an 
illness such as hysteria, neurophysiologic 
activity is hampered so that a form of agno- 
sia, or disturbance in recognition occurs, 
perhaps involving area 18? For example, 
the amnesic patient who does not recognize 
his whereabouts and believes he is in a 
strange city, or if animate object recogni- 
tion is also involved, does not recognize 
members of his family. Further, can 
hysterical blindness be related to inter- 
ference in pathways between the visual 
centers and the areas of awareness, so that 
he sees but is not aware that he sees ? 
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And can hysterical anesthesia be a form 
of tactile or pain agnosia, being a defect 
in the recognition of touch or pain, such 
as may involve the sensations of seeing or 
hearing P 

To interpret and understand our sensory 
perceptions requires neural pathways, not 
clearly known, to wide areas of the brain. 
It is possible then to postulate that in de- 
pressive illness there is neurophysiologic 
aberration at this higher perceptive level, 
i.e. the level of understanding the signi- 
ficance of what is perceived and recognized 
—so that there is an increased and ex- 
aggerated, more intense, alertness to the 
significance of situations perceived. This 
may be applicable to reactive depressions. 
In those depressions where the patient does 
not know why he is depressed, may he be 
suffering from a form of agnosia or failure 
to recognize what he has previously per- 
ceived (mechanism of repression), after 
having previously understood its depress- 
ing significance? May not the morose 
patient who is oblivious to his surround- 
ings, also be manifesting a form of hypo- 
gnosia or failure to take recognition of 
things about him? Is it further possible 
that EST helps depressives by physically 
damaging neural pathways and thereby 
diminishing the increased response to the 
significance of unpleasant experiences ? 

And may not the manic phase of the 
same illness involve the same physiologic 
mechanism, i.e. increased and exaggerated, 
more intense, recognition of surroundings, 
but in response to pleasant rather than un- 
happy stimuli ? 

Numerous analogies to the field of 
aphasia may be made in the realm of the 
schizophrenic illnesses. For example, Niel- 
son(1) describes the patient with Wer- 
nicke’s aphasia, caused by a temporal lobe 
lesion, which includes inability to recognize 
and recall auditory expressions:—“he talks 
a great deal with faulty expression, even 
to the extent of using jargon.” Could not 
the jargon and neologisms of the deter- 
iorated praecox represent such a physio- 
logic defect? It is also noted that palilalia, 
with its repetition of sentences or parts of 
sentences, seen in some praecoxes, is also 
described in Parkinsonism and in encepha- 
litis. 


Arieti(3) relates that in schizophrenia 
“similarity to organic cases is more pro- 
nounced than is generally assumed.” He 
displays the letter of a patient, stating “the 
content resembles schizophrenic word 
salad” but the letter was written by a non- 
psychotic patient suffering from motor 
aphasia. 

Paranoid thoughts, so often seen in dif- 
fuse organic brain disease, may be similarly 
compared to agnostic defects whereby the 
patient perceives and recognizes a situation 
but fails to understand its significance 
which becomes distorted and misinter- 
preted. 

Area 19, posterior to the angular gyrus, 
contains engrams essential to a person’s 
conception of his own body ; this area also 
contains engrams related to the sense of 
bodily orientation toward itself(2). Could 
pathophysiology of these parts be related 
to the sense of unreality and the bizarre 
somatic delusions seen in schizophrenia ? 

The catatonic patient may perhaps be 
understood in relation to problems of 
apraxia. The apractic individual has dis- 
turbance in cerebral associations concerned 
with the formulation and execution of a 
motor plan. Can the posturing and impul- 
sive movements of the catatonic be a form 
of apraxia? The patient with a proved 
cerebral lesion who has an apraxia of swal- 
lowing will allow the food to remain in his 
mouth even though it is ready to be swal- 
lowed. This is not unlike the catatonic who 
will not swallow food or his saliva. Or the 
neurologic patient with ideational apraxia 
who cannot formulate a plan for motor 
action is not unlike the perplexed cata- 
tonic who will start to answer a question 
or perform some task but never actually 
does so. 

Or to return to the patient with hysteria, 
can the hysterical paralysis of a limb re- 
present an apractic type of defect in the 
execution of a motor plan ? 

The consideration of mental symptoms 
in patterns similar to problems of aphasia, 
agnosia, and apraxia has no scientific basis. 
Such speculation, however, does not refute 
the possibility of psychologic mechanisms 
effecting such phenomena. Perhaps our 
growing knowledge of the chemical and 
electrical functions of the brain will better 
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define the areas where mental disturbances 
may be evidence of cerebral pathophysi- 


ology. 


SuMMARY 


A hypothetical concept is presented in 
which neurophysiologic similarities are 
suggested between symptoms of mental 
illness and the phenomena of agnosia, 


apraxia, and aphasia. 
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New York: Hoeber, 1948. 

3. Arieti: Interpretation of Schizophrenia, 
New York, Brunner, 1955, p. 420. 
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The folklore of mental hospital practice 
has been full of ideas about the behavior 
of the mentally ill. These ideas usually have 
some basis in objective truth—as does most 
folklore. One segment of such ideas con- 
cerns seasonal variation in behavior. The 
authors selected one small part of this seg- 
ment for the present study. This is the belief 
that different types of people come into 
mental hospitals at different times of the 
year. 

If such variation does occur, it is impor- 
tant to know which groups are responsible 
for it and which are not. Treatment pro- 
grams can then be geared to the needs of 
patients entering at certain time intervals 
as well as the maintenance of a continuing 
program for these types which do not 
vary. Physicians in general practice would 
also be able to better prepare for the influx 
that would occur in their practice. It would 
also be possible to form hypotheses about 
various groups for future research. 

All consecutive admissions other than 
alcoholic to the Willmar State Hospital 
from April 8, 1954 through April 7, 1957 
(956 patients) were included in the study. 
(Patients who had returned to the hospital 
after an absence of less than 30 days were 
excluded as it was felt that this group repre- 
sented discharge rather than admission 
phenomena. ) This 3-year period was chosen 
as the same two physicians made the ad- 
mitting diagnosis throughout the period, 
and no major socio-economic changes 
within that segment of society served by 
the hospital were discernible. Three years 
appeared to be the minimum time in which 
trends could be established and accidental 
variation eliminated. 

The seasons of the year were determined 
in two ways: 1. The conventional seasons, 
and 2. Minnesota seasons. Since it was be- 
lieved that actual experiencing of living 
conditions under varying temperature 


1 The authors are indebted to Werner Simon, M.D., 
William Schofield, Ph.D., Howard R. Davis, Ph.D., 
and Earl J. Ends, M.A. for various types of assistance. 

2 Willmar State Hospital, Minn. 
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states was important, three members of the 
hospital staff were asked to set down what 
they felt were the seasons as experienced 
in Minnesota. Their consensus follows : 
spring, April 8 through June 15; summer, 
June 16 through August 31 ; fall, September 
1 through November 7 ; winter, November 
8 through April 7. In addition to the seasons 
proper, the 12 separate months were used 
in the study. 

The following characteristics of the pa- 
tients were studied: 1. Sex, 2. Marital 
status, 3. Age, and 4. Diagnosis. Patients 
were subdivided for marital status into the 
following categories: married, single, 
widowed, separated, and divorced. Patients 
were grouped into 10-year intervals starting 
at age 10. Diagnoses were grouped as fol- 
lows: 1. All organic diagnoses other than 
15 and 17 ; 2. C.B.S. associated with circula- 
tory disturbance and C.B.S. associated with 
disturbance of metabolism, growth, or nu- 
trition ; 3. Involutional psychotic reactions ; 
4. Affective and paranoid reactions; 5. 
Schizophrenic reactions ; 6. Personality dis- 
orders; 7. Psychoneurotic reactions and 
psychophysiologic autonomic and visceral 
disorders. Mental defectives and those suf- 
fering from transient situational personality 
disorders were omitted as there were too 
few patients bearing these diagnoses to 
allow statistical analysis. 

The above characteristics were enumer- 
ated in terms of their actual frequency and 
compared with theoretical frequencies for 
the same number of occurrences. The 
theoretical frequencies were based on the 
assumption that patients bearing each char- 
acteristic should enter the hospital at equal 
time intervals if there were no seasonal 
variations. Chi-square was used to deter- 
mine the reliability of any differences be- 
tween actual and theoretical frequencies. 


RESULTS 


Only 3 groups showed any reliable vari- 
ation : married, neurotic, and the age group 
from 60-69. When the married group is 
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TABLE I 
RELIABLE VARIATION BY MONTHS 


viewed without neurotics it ceases to show 
reliable variation. Thus one is forced to 
conclude that the neurotics were respon- 
sible for a goodly amount of the variation 
in the married group. Removal of all per- 
sons other than married from the neurotic 
group increases the reliable variability 
within it. Thus one is left with 2 groups 
of people who vary reliably, those in the 
age group 60-69 (regardless of diagnosis, 
etc.), and psychoneurotics (married psy- 
choneurotics show greater variation than 
single psychoneurotics. ) 


Table II 
Periops OF GREATEST VARIATION 
IN ADMISSION RATE 
Period 

Most admissions Least admissions 
April 
Dec., Jan., Feb. 
Winter 


Group 


Age 69 November 


ried neurotic 
Months — June, July, Oct. 
Con 

Summer 


Summer, Fall 


Of interest also are the periods during 
which these groups vary (v. Table 2). 
The variation of married psychoneurotics 
during Minnesota seasons as compared 
with the conventional seasons shows a 
definite relationship between actual tem- 
perature periods and variability in entering 
a mental hospital. Chi-square increases 
from 8.663 (probability less than .05) for 
the regular seasons to 16.349 (probability 
less than .01) for Minnesota seasons. 

Of great importance also are those groups 
which did not vary : all psychoses ; the be- 
havior disorders; single, widowed, di- 
vorced, separated, and most married per- 
sons ; all age groups other than 60-69. The 
total number of admissions did not vary 
reliably—contrary to a widely held view. 
Sex played no role in variation. 


Winter 


DISCUSSION 


Gross environmental changes which are 
known to have fairly great bio-social effects 


on human beings should play a role in the 
development of mental illness if immediate 
stress is a causative factor. There are, of 
course, innumerable stresses that will be 
placed on individual human beings inde- 
pendent of commonly endured ones. Yet 
one would expect a greater incidence of 
crippling mental illness to occur during 
periods of common stress if stress is a 
critical factor. Therefore, it is safe to con- 
clude that illnesses which vary in incidence 
during seasonal changes are more sus- 
ceptible to immediate stress than those 
which do not. 

Two types of stress from seasonal vari- 
ation can be easily singled out: 1. Stress 
from actual temperature changes, and 2. 
Stress from social behavior related to tem- 
perature changes. 

It may well be that persons in the 60-69 
age group are more susceptible to physio- 
logic stress than any other group. November 
in Minnesota may be the month in which 
temperature changes are more radical than 
at any other time. Individuals in this period 
may develop more disease than at other 
times. Younger persons may be able to 
better survive these periods while those still 
older have gone through this period earlier 
without succumbing. More research is 
needed to determine if the 60-69 age group 
tends to be more susceptible to disease 
and/or die sooner than older and younger 
groups. 

It is pertinent to consider that Willmar 
State Hospital services a predominantly 
rural section of Minnesota. Replication of 
this study with an urban population is 
obviously indicated. An attempt is being 
made to obtain comparable data from Aus- 
tralia to see if the reversal of seasons results 
in a reversal of results. 

The most and least stressful periods of 
the year on farms correlate closely with the 
incidence of hospitalization of psychoneu- 
rotics. The heaviest stress occurs in May, 
June, September, and October, while the 
lightest stress occurs during December, 
January, and February. A comparison be- 
tween these figures and Table 2 shows 
the closeness of the two. If periods of 
stress in urban areas occur at different 
times to rural areas, a replication of this 
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significance 
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Married minus Not 
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study in an urban hospital would give 
different results. 

The fact that psychoneuroses vary while 
functional psychoses, organic psychoses, 
and behavior disorders do not, is extremely 
significant. That the organic psychoses do 
not vary is to be expected. However, the 
fact that the functional psychoses and be- 
havior disorders do not vary lends support 
to the view that predisposition, possibly 
partially genetic, may be a stronger factor 
in them than in the psychoneuroses. The 
authors do not, of course, deny the role that 
internal stress plays in the determination of 
these illnesses. 

The fact that married psychoneurotics 
vary more than single, widowed, separated, 
or divotced psychoneurotics, is also very 
interesting. It may be that social pressure 
is greater on the married psychoneurotic 
than on other psychoneurotics. 

Much further research needs to be done 
in all these areas. The present study pre- 
sents a few facts and hypotheses derived 
from them which can be used as a spring- 
board for further research. 


SUMMARY 


Some characteristics of 976 consecutive 
admissions to the Willmar State Hospital 
over a period of 3 years were studied in 
terms of their variability within months and 
seasons of the year. Various facts leading to 
hypotheses emerged from the study. The 
reservation was stated that the results of 


the study apply specifically to rural areas. 
The study must be replicated in an urban 
hospital to conclude anything about urban 
areas. 


CONCLUSIONS 


1. Persons in the age group 60-69 were 
found to vary, entering the hospital most 
frequently in November and least fre- 
quently in April. No other age group varies. 

2. Marital status as such was found to 
play no role in variation in admissions to 
mental hospitals. 

3. Psychoneurotics were found to vary, 
entering the hospital most frequently in 
June, July, and October, and least fre- 
quently in December, January, and Febru- 
ary. Married psychoneurotics showed the 
greatest variability. 

4. Persons suffering from organic psy- 
choses, functional psychoses, and behavior 
disorders do not vary in terms of the time 
of year that they enter mental hospitals. 

5. No sex differences nor variability with 
respect to times of admission to mental 
hospitals were found. 

6. No reliable differences in terms of 
absolute numbers of patients entering men- 
tal hospitals at different times of the year 
were found. 

7. The authors concluded that immediate 
stress plays a more important part in the 
development of mental illnesses in those 
patients who varied than in those who did 
not. 


4 
- 
‘ 
> 
4 


DELAYED COMPLICATIONS OF ECT — “CRUSH SYNDROME” 


Report or A FArA.iry 


RONALD McNICHOL, M.D.! 


A recent comprehensive survey of deaths 
associated with electroconvulsive therapy 
(ECT) by Impastato(1) reveals an average 
mortality rate of 0.1%. The rate varies from 
0.025% in the age group 20-30, increasing 
to 0.5% in the over 60 group, being maxi- 
mum in the “poor risk” group where it is 
estimated by Kolb and Vogel, Impastato 
and Almansi, Alexander et al (2,3,4) to be 
as high as 1.0%. The results of ECT continue 
to justify the use of this therapeutic method 
despite the risk involved. The total of but 
254 deaths reported in the literature would 
seem to substantiate this opinion although 
it is at the same time evident that there are 
other fatalities which have not as yet been 
reported. 

A review of the above survey discloses a 
tendency to emphasize those complications 
where significant symptoms and signs de- 
velop in close temporal relationship to the 
ECT. This tendency is exemplified by the 
high proportion of deaths which were due 
to cardiac arrest, cardiac rupture, coronary 
thrombosis or cardio-respiratory failure, 
where grave signs occur early. The related- 
ness of ECT to death is not so readily seen, 
however, in those cases where the temporal 
relationship is more remote. An example of 
such a case would be ECT-fracture-pneu- 
monia-death where death is primarily 
related to the pneumonia and only tertiarily 
to the ECT. 

A condition of the latter type which to 
date has received little attention is that of 
renal failure secondary to ECT. Only 4 of 
the 254 deaths were attributable to renal 
complications as reported by Clute and 
Fitzgerald, Goodman and Napier(5,6,7,). 
The seeming rarity of this syndrome might 
well be due to failure in recognition and/or 
reporting. It therefore appears pertinent to 
describe a further case of renal failure 
following ECT where a crush type injury 
was present. There is need for an increasing 
awareness of not only this hazard, but also 


1 Warren State Hospital, Warren Pa. 
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of other possible delayed complications of 
ECT where the relationship of cause and 
effect is not yet apparent. Anticipation of 
them will result in more effective manage- 
ment. 

Crush syndrome was first described by 
Minami(8) following World War I but 
really did not come into prominence until 
World War II when it was found to be the 
most frequently fatal renal disorder in mili- 
tary personnel. Bywaters and Beall(9) de- 
scribed the pathology of the syndrome in 
1941 using the term “crush nephritis.” 
Lucke(10) reported on the etiology of 
“lower nephron nephrosis” in 1946. 
Boyd(11) discussed the etiology and patho- 
genesis again in 1955 citing the work of 
Trueta(12). There is still no unanimity of 
opinion insofar as the precise pathogenesis 
is concerned. Crush syndrome is probably 
best considered as a subtype of lower neph- 
ron nephrosis. ‘ 

Goodman(6) was one of the first to re- 
port lower nephrone nephrosis (LNN) in 
association with ECT. He also described 
changes in renal function directly related 
to ECT as evidenced by significant altera- 
tions in the urinary constituents of patients 
taus treated. These effects appear to be 
due, at least in part, to the changes in renal 
circulation produced by stimulation of area 
13 (orbital gyrus) as described by Livings- 
ton(13). These changes were more marked 
where evidence of prior renal damage ex- 
isted. Treatment of LNN is most effectively 
carried out by use of the artificial kidney. 


Case Report : This case? was not diagnosed 
prior to death and therefore certain pertinent 
information is not available. The patient, B.G., 
a 43-year-old, single, white male was ad- 
mitted to this hospital on December 14, 1938, 
at the age of 24, the determined diagnosis 
being dementia praecox, paranoid type. Birth 
and early development were not unusual. 


2 Appreciation is expressed to Dr. Philip Schwartz 
of the Pathology Department for helpful advice and 
Miss Eulenberger for the tissue sections and photo- 
micrographs. 
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Educational and behavioral history were not 
unusual until after the patient was 11 years 
of age, when there was noted a gradual and 
progressive withdrawal from external relation- 
ships until by the age of 24 he exhibited the 
signs and symptoms of a full-blown psychosis. 
On admission to hospital complete physical 
examination, urinalysis, blood serology, com- 
plete blood count, chest x-ray and EKG were 
all within normal limits. His behavior was 
marked by withdrawal from personal relation- 
ships, paranoid delusions, flattened affect and 
unrealistic thinking. He received 12 ECT be- 
tween 12/18/41 and 1/27/42 with little, if 
any, improvement. His general demeanor 
varied little over the following years. A rou- 
tine chest x-ray on 8/6/48 revealed moder- 
ately advanced pulmonary tuberculosis involv- 
ing both lung apices. He was transferred to the 
tuberculosis unit where appropriate measures 


over the next several years and he was treated 
with an iso-nicotinic acid derivative plus 
streptomycin and by 9/2/53 a chest x-ray was 
read as showing “inactive healed tuberculosis.” 
Further serial chest x-rays bore out this opin- 
ion. Random urinalyses over the years until 
just prior to his final illness revealed no ab- 
normalities. Blood pressures were recorded in 
the near vicinity of 120/70. Nothing note- 
worthy occurred until he was started on Thora- 
zine on 4/12/56 because of increased nega- 
tivism. Questionable benefit resulted and it 
was discontinued on 8/1/57 in favor of ECT. 
He received a total of two ECT on consecu- 
tive days 8/7/57 and 8/8/57. Both treatments 
resulted in grand mal seizures. The patient 
complained of pain in both hips following the 
second treatment and shortly thereafter evi- 
denced the signs of shock. Blood pressure fell 
to 70/40, pulse rose to 132 per minute, respir- 
ations increasing to 32 per minute. Supportive 
measures were instituted at once and included 
analgesics, a pint of cross-matched blood, 
other intravenous therapy, etc. X-ray of the 
pelvis at that time revealed, “intertrochanteric 
fractures of both femurs with lateral displace- 
ment of the shaft of the left femur.” Blood pres- 
sure remained at shock levels for about one 
hour following the accident, stabilizing at 
normal levels thereafter. The pulse rate re- 
mained at a slightly elevated level for the 
duration of his illness. By 8/10/57 the blood 
pressure was noted to be 160/100. It persisted 
at this level until his death on 8/18/57, at 
one time reaching a peak of 205/105. These 
readings were not related to any medication. 
He was oliguric for the first 8 days of his 
illness, the average output varying from 500 


to 600 cc’s. His urinary output rose sharply 
by 8/17/57 totalling 3,000 cc. in 24 hours. 
This was followed by an output of 2,400 cc. 
in the next 24 hours preceding his death. 
Urinalyses on 8/13/57 and 8/15/57 revealed 
a S.G. of i.015, no sugar or albumin, many 
granular casts and occasional RBC’s. BUN 
on 8/14/57 was noted to be 68 mgs/%. The 
patient developed moderate respiratory dis- 
tress on 8/17/57 and was intubated. Moderate 
generalized edema was also noted at this 
time despite adequate attention to fluid bal- 
ance. He ran a low-grade fever throughout the 
last 8 days of his illness but never evidenced 
localizing signs. Dyspnea increased markedly 
over the 24 hours prior to his death. It was 
thought that an impaired airway may have 
contributed somewhat to his death since 
respiratory difficulty persisted despite frequent 


suctioning. 
were instituted. Serial chest x-rays were done - 


AUTOPSY FINDINGS 


Death was due to renal insufficiency as 
evidenced by the generalized edema and the 
specific renal lesions. Massive muscle destruc- 
tion was noted in both upper thigh regions. 

Both kidneys were greatly swollen, the left 
weighing 210 grams, the right 190 grams 
(Fig. 1). The cortices were swollen to a 
width of 15 mms. and showed vertical, linear, 
red streaking. The ureters and bladder revealed 
no abnormalities. 

The spleen was markedly swollen, weighing 
250 grams. The liver was also much swollen 
weighing 2,070 grams. 

The heart weighed 330 gms. being other- 
wise essentially normal, except for minimal 
dilatation of the right ventricle. 

The lungs were within normal weight limits 
and exhibited nothing of significance except 
evidence of healed tuberculosis in the apices 
and a small atelectatic area in the right lower 
lobe. 

The brain was swollen and edematous, 
weighing 1,520 grams. 

The thyroid gland showed atrophy. The 
remaining endocrines were essentially normal. 

There were fresh erosions of the gastric 
mucosa with digested blood in the intestines. 
These were considered to have been of uremic 
origin. 

Microscopically, the most significant lesions 
were found in the kidneys. The glomeruli were 
essentially intact although an occasional one 
showed scarring and others swelling. The 
epithelium of the convoluted tubles exhibited 
marked degenerative changes with vacuolation, 
swelling and granulation (Fig. 2A, Fig. 3). 
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Staining with Sudan III revealed insignificant 
amounts of neutral fat in these cells. Frequent 
casts were present (Fig. 2B). These did not 
stain for iron. 

The liver showed intense swelling of the 
epithelial cells with sparse, fatty deposits. 

The brain and endocrine organs revealed no 
significant changes. 


DISCUSSION 


This case offers several possibilities as 
causative factors for the renal insufficiency. 
We have to consider the condition of shock 
which was initially present, the massive 
destruction of muscle associated with the 
fractures, the blood transfusion (which was 
cross-matched) and the specific effects of 
ECT on renal function, particularly where 
previous damage is present. 

Since the blood transfusion was cross- 
matched, it is considered to have been of 
much less significance than the obvious 
massive destruction of muscle tissue. The 
specific effects of ECT do not apply since 
renal function was normal prior to ECT. 
A combination of factors is, of course, pos- 
sible, but shock and muscle destruction are 
preferred as the causative agents here. 

The low-grade fever, without localizing 
signs or symptoms, is presumed to have 
been due to the resorption of breakdown 
products from the fracture sites. 

The hypertension is considered to have 
been of renal origin in the absence of other 
cause, The edema is an expected concomi- 
tant of their renal syndrome. 

Although we experienced terminal diffi- 
culty in maintaining an intact airway, this 
could have little relation to the definite 
renal pathology found at autopsy. 

The bilateral fractures of the femurs, in 
themselves uncommon complications of 


ECT, appeared to be significant, since they 
contributed to the crush type injury present 
in this case. 

SUMMARY 


A case of crush syndrome following ECT 
is reported. It emphasizes the need to an- 
ticipate such complications. There are 
probably other delayed complications in 
which the relationship to ECT has not yet 
been recognized. An increased awareness 
of their potential occurrence is essential 
if earlier and more adequate management 
of them is to result. Careful autopsy studies 
are necessary for the broadening of our 
knowledge in these areas. “Was man weiss, 
man sieht.” 
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MULTIPLE SELF CONCEPTS AS EFFECTED BY MOOD STATES 


A. Z. ORZECK, PH.D.', C. McGUIRE, PH.D.* 
anp E. D. LONGENECKER, PH.D.* 


While the phenomenon of multiple per- 
sonality only occasionally appears as a dis- 
tinct clinical entity, nevertheless each case 
apparently makes clinicians wonder about 
the usual holistic attitude toward person- 
ality. Prince(5), who is well remembered 
for his case presentations, questioned 
strongly the postulate of the unity of per- 
sonality. The early writings of Breuer and 
Freud(2) also made much of the phenom- 
enon of dissociation, and the very popular 
case of Thigpen and Cleckley(7) has re- 
cently stirred the imagination of clinical 
workers. There have been, additionally, ex- 
perimental attempts to demonstrate major 
changes in personality(1,3,4,6.). 

Peculiar to the reported cases of multiple 
structures in any one personality often is 
their connection and discovery by hypnosis. 
In some of the experimental cases, subjects 
were hypnotized and asked to play different 
roles, or were given suggestions to shift 
from a mood of depression to a mood of 
elation(3,6). Upon such suggestions, 
changes in personality were clinically noted. 
The present study is a theoretical and ex- 
perimental attempt to clarify the prob- 
lem and to suggest that though clinically 
rare, multiple personality is perhaps observ- 
able in many cases when the factor of mem- 
ory is considered. 


ROLES AND SELVES 


Prince and others have noted that more 
than two distinct “personalities” may be 
found in a given individual. A definition of 
terms is in order for better understanding. 
The term “personality” has been used in a 
vague way to refer to the emotional, cog- 
nitive, and general total mental make-up 
of a person. Very often the terms “self” and 
“role” are employed when something within 
personality is more specifically denoted. 


1 Staff Psychologist, VA Hospital, Fort Lyon, Colo. 

2 Professor of Human Development, University of 
Texas, Austin, Tex. 

8 Director, Psychological Services, The Woods 
Schools, Langhorne, Pa. 


While no effort is here made to directly 
define “personality”, some better clarifica- 
tion is offered for the terms “role” and 
“self”. A role is here defined as behavior 
and concomitant valuation which is specif- 
ic to a situation. It usually is seen as be- 
havior and valuation for a specific societal 
institution, such as the institutions of poli- 
tics, economics, family, religion, education, 
and social play. But role behaviors can be 
even more specific than these broad areas 
permit, and more than one value and be- 
havior may be held within a single institu- 
tion. Role behaviors and values may change 
from role to role and knowledge of one 
role gives no necessary clue to any other. 
There are as many possibilities for role 
behaviors and value choice as there are 
roles to play. Examples of role values are : 
“I like Mary’s dancing.” “I don't like 
Mable’s humor.” These statements are spe- 
cific to individuals in a social context. “I 
favor women in industry.” “I favor women 
in politics but not for the office of pres- 
ident.” These statements are specific to 
women for the economic and political roles 
respectively. Consistent concomitant be- 
havior would presumably accompany these 
value statements. Each statement expresses 
a value which cannot be generalized neces- 
sarily to wider contexts of value orienta- 
tion. The assertion of a role value does not 
indicate any other role value (and con- 
comitant behavior ). 

A self value cuts through many role 
values, is more general, and cannot be acted 
upon except through the medium of its 
many roles. Examples of self values are : 
“I like people.” “Most women are kindly.” 
These are value statements which are sum- 
mations of the collected values (and be- 
haviors) found in specific role situations. 
One may say he likes people generally, but 
the extent is not indicated. Furthermore, he 
may hold a directly ambivalent value to 
some extent. The assertion of a self value 
indicates its opposite to some extent. An- 
other way of stating the issue is that for 
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all general (self) values there is a positive 
and negative aspect. 

According to the distinction here made, 
more than two changes of personality prob- 
ably involve the changing of roles in addi- 
tion to selves. For example, the states of 
Eve White and Eve Black in the Thigpen- 
Cleckley study may be seen as a shift in 
roles, representing one maladjusted self, 
while the state called Jane may be consid- 
ered a distinct adjusted self. Both Eves 
displayed specific kinds of behavior which 
can be seen as the roles of over-responsible 
mother, and later, office warker, as opposed 
to the role of irresponsible, carefree co- 
quette. While these may be considered dis- 
tinct roles, both Eves had in common a 
similar basic problem typified by a difficulty 
with sex. This, then, is a single item of 
evidence that both roles had a common 
core or self. Both roles were but two ways 
of handling the same neurotic (self) prob- 
lem. Jane, on the other hand, while also 
capable of behaving in different roles, ap- 
peared to be mature, responsible, and free 
from the sex problem. 

While the preceding example designed 
to illustrate the theoretical discussion is 
quite dramatic, in the course of normal 
clinical practice a similar phenomenon may 
be observed, though less conspicuously. 
Regardless of particular pathology that a 
person may display, clinicians are used 
to looking first to see if the behavior in 
question is pathological or healthy. After 
determining that “something” is wrong, the 
diagnosis may be refined. The person may 
be maladjusted, or his reality orientation 
may be defective in some respects. Very 
often patients confirm this when they say 
they feel like two people. And almost every- 
one admits that he has an ambivalent at- 
titude about major values, often apologizing 
for regrettable behavior by saying, “I wasn’t 
myself at the time.” A major division of 
orientation may be “read out” of ambivalent 
behavior (if not “read in” !) and the experi- 
ment to be presented was designed to tap 
dual value orientation in ordinary people. 

With the decision that personality is first 
divisable into two (not necessarily equal) 
selves, an effort was made to construct a 
scale of self values that would be general 
in statement and would be divided to 


represent those general value statements 
a maladjusted person would make and those 
general value statements an adjusted per- 
son would make. Examples of such state- 
ments were : “I usually like people.” “I have 
initiative.” “I can disapprove of my own 
ideas” (adjusted) ; and “I often feel hu- 
miliated.” “I don’t trust others easily.” 
“Usually in a group I feel quite alone” 
(maladjusted ). Since the initial selection of 
statements was somewhat subjective, an 
attempt was made to validate them against 
the judgments of a number of clinicians. In 
a preliminary study, 10 psychologists at the 
University of Texas were asked to judge 400 
statements as being either the kind of state- 
ment a maladjusted person would make or 
that an adjusted person would make. One 
hundred verified statements (agreement of 
8 out of 10) were then added to a similar 
100 statements and sent as a questionnaire 
to 900 psychologists who were asked to 
judge them similarly. There were 124 re- 
plies to the questionnaire and out of the 
200 statements submitted, only 30 failed to 
reach the .01 level of confidence in a two- 
cell chi-square test. Only 15 of the original 
100 statements failed to qualify. A scale 
was then easily constructed consisting of 
100 self-reference statements, 50 labeled 
“adjusted” and 50 labeled “maladjusted.”* 


With the creation of a standard set of 
self-reference statements, a method was re- 
quired for tapping the proposed two sides 
to normal personality. While any mood may 
accompany a state of negative valuation, 
depression was considered most likely to 
elicit such values, and elation was chosen 
to elicit positive values. Initially, then, a 
decision was made to have subjects com- 


* plete the 100 item self-scale once in a state 


of depression and once in a state of elation. 
A question of memory for each administra- 
tion was involved and memory had to be 
controlled. A method for inducing the 
moods and controlling for memory was re- 
quired and hypnosis appeared to be the 
ideal technique. With these considerations 


4The semantic terms “extensional” and “inten- 
sional” were first employed to label the dichotomy, 
but the more usual terms “adjusted” and “malad- 
justed” apparently communicate the meaning better. 
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in mind, an operational hypothesis was 
then proposed : a single human organism 
may display two selves, self A selecting 
self-reference statements which are signif- 
icantly more adjusted than maladjusted in 
orientation to describe the “self I am” and 
the “self I am not” under hypnotic elation ; 
and self A! selecting self-reference state- 
ments which are significantly more malad- 
justed (compared with the set for the other 
mood) to describe the “self I am” and the 
“self I am not” under hypnotic depression, 
the experimenter, the instrument, and the 
experimental conditions being otherwise 
constant from one occasion to another. 


METHOD 


Part of the design of the experiment is im- 
plicit in the hypothesis stated above. A con- 
trol condition was included whereby each 
S. could respond to the self-reference instru- 
ment in a prehypnotic waking state. Each 
S. provided his own control. Equal numbers 
of males and females were required to de- 
termine whether or not there were sex 
differences for the 3 states. Sets of observa- 
tions were obtained from 20 Ss., 10 males 
and 10 females, ranging in age from 17 to 
27. All were volunteers from undergraduate 
classes in educational psychology. Follow- 
ing an orientation lecture on the topic of 
hypnosis, volunteers for the experiment 
were tested for suggestibility by means of 
a handclasp test. Those who could not 
separate their hands after brief suggestion 
were asked to serve as subjects. The crite- 
rion of suggestibility was adopted to assure 
the selection of Ss. probably susceptible to 
hypnotic induction. Therefore, the sample 
was biased in that potential Ss. were volun- 
teers likely to reach a deep trance without 
delay. A final criterion for inclusion in the 
sample was whether or not the potential 
S. could pass two posthypnotic checks on 
depth of trance and the suggestion to for- 
get. 

The sets of observations for the experi- 
ment were 100 items from a constant set of 
self-reference statements made in a pre- 
hypnotic waking state, in the hypnotic de- 
pression, and hypnotic elation states with 
instructions to forget after each adminis- 
tration. Routine instructions were to re- 
spond to each of the 100 items by checking 


either “self I am” or “self I am not”. A doubt 
column (?) was provided if the S. wished 
to avoid a forced choice. The responses in 
the waking state were classified as “pre- 
hypnotic” (PH.) and derived scores from 
the PH. responses were employed as a con- 
trol for those in the hypnotically induced 
moods, 

After completing the 100 items on the 
self-reference scale for PH., the S. was hyp- 
notized. When he reached a point where he 
could respond to a suggestion to forget, the 
experimental moods were induced. As a 
criterion of depth of trance, the S. was 
asked to forget a common bit of knowledge 
such as the name of the city. Memory was 
restored by the same sort of suggestion that 
was used to urge the S. to forget. 

The S. then was instructed to become 
very depressed, the E. employing words 
which lacked specific context. The type of 
suggestion was as follows : “I want you to 
feel poorly, very poorly, miserable.” The 
pattern was continued for a minute or so 
until the S. confirmed a feeling of depres- 
sion. Then he was asked to forget all that 
had happened before that moment but to 
retain the mood. When the S. confirmed loss 
of memory, the E. gave instructions to open 
his eyes without waking up. The S. then was 
instructed to fill out the self-reference scale 
in the manner of the first operation. Upon 
questioning, no S. admitted remembering 
the first experience of responding to the 
scale. The responses in the induced mood 
were classified as “hypnotic depression” 
(HD.) and the derived scores were em- 
ployed to represent self A. 

Next, the S. was asked to close his eyes 
and forget all that had transpired to that 
moment. The E., by suggestion, gradually 
brought the S. out of the depression and 
induced a state of elation. The type of sug- 
gestion was: “I want you to feel happy, 
very happy.” When elation was confirmed, 
the E. reminded the S. that nothing had 
happened before. When loss of memory 
was established, the S. was again told to 
open his eyes and asked to respond to an 
identical self-reference scale in the manner 
of the previous operations. The responses in 
the induced mood were classified as “hyp- 
notic elation” (HE.) and the derived scores 
were employed to represent self A. 
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Before being awakened, the S. was given 
a posthypnotic suggestion to forget all that 
had happened during the total experience 
until a particular signal was observed. An- 
other simple posthypnotic suggestion was 
employed to further confirm the depth of 
trance. The S. was permitted to retain the 
good feeling induced in the third stage of 
the experiment. 


RESULTS 


To make comparisons, items selected by 
a S. were scored in terms of acceptance or 
rejection of the statements according to 
predetermined orientation. An item checked 
“self I am” which had been judged to be 
adjusted by the 124 psychologists was 
assigned a value of “1” for adjustment. An 
item checked “self I am not” which had 
been judged to be maladjusted also was 
given a score of “1” for adjustment. The 
assumption was that a denial of maladjust- 
ment implied an adjusted orientation for 
that particular statement. In a similar man- 
ner, scores for maladjustment were derived. 


Comparison Between Mood States. — In 
the case of each of the 20 Ss., a simple 4-cell 
contingency table yields a sum chi-square 
and a probability. Three Ss. showed a signif- 
icant difference in the PH. and HE. com- 
parison (F2, F8, and M2 in Table 1). 
These 3 Ss. plus 7 more showed a significant 
difference for the PH. and HD. comparison 
(F1, F3, F4, F9, M1, M3, M9). These 10 
Ss. plus 4 more showed a significant differ- 
ence for the HD. and HE. comparison ( F6, 
M4, M8, MO). A total of 14 Ss. apparently 
bear out the hypothesis that a shift in ori- 
entation occurs with a change in mood 
state. Four of these Ss. showed a shift only 
in the extreme states, i.e., HD. and HE. 
comparison, but did not show a shift in the 
PH. and HD. comparison since their PH. 
scores were not as adjusted as their HE. 
scores. For the 3 Ss. who showed significant 
difference in all three comparisons, there is 
a suggestion that they were more suggesti- 
ble to change of mood and to concomitant 
value orientation and that their PH. state 
represented a midway point between ex- 
tremes. 


TABLE I 


PROBABILITY OF A DIFFERENCE IN PROPORTION OF ADJUSTED 
AND MALADjUSTED SELECTIONS FOR THREE COMPARISON STATES 


Prehypnotic- 
Hypnotic Elation 


= 
2. 


Hypnotic 
Depression- 
Hypnotic Elation 


Prehypnotic- 
Hypnotic 
Depression 


Sum X? 
30.56 
19.13 
31.45 
8.24 
.08 
1.64 
1,21 
32.37 
8.01 
1.02 


11.12 


ig Sum X? P P Sum X? P 

08 Ry 001 33.54 001 
18.28 001 001 67.67 001 
04 001 33.37 001 
24 01 5.70 02 

1.19 5.60 .02 

- 4.32 05 001 56.17 001 

50 oa. 01 12.07 001 

34 001 7.22 01 
5.36 .05 63.40 .001 39.14 

.22 47.16 001 64.98 001 

1.70 1.00 6.26 02 

a 3.62 44 6.50 02 
1.13 56.13 .001 38.94 .001 
1.52 91 9.50 01 
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DIscussiION 


The conclusion was reached that 14 of 
the 20 persons studied were capable of 
producing a change in value orientation by 
means of an artificial mood inducement. 
Many questions come to mind and a few 
will be considered here. How safely can one 
generalize to the actual population from 
which the sample was drawn ? A departure 
from randomization was apparent by vir- 
tue of the Ss. being volunteers who were 
hypnotizable and who had a predominantly 
adjusted orientation during the PH. state. 
Most important, one may ask does a shift 
in value orientation indicate the presence 
of multiple selves ? Did the Ss. lose their 
identity when they changed values? To 
some extent it is speculated that they did 
though presumably they did not forget 
their names, family membership, homes, 
or other stylistic aspects of their usual en- 
during self concept. In the Thigpen-Cleck- 
ley study, memory was only partially dis- 
rupted. Eve Black remembered Eve White, 
but not vice versa. Jane remembered both 
Eves, but they did not remember Jane. 
In addition to this one-way memory, a 
disowning of the other segments was noted. 
It appears that the peculiar memory ar- 
rangement and disowning process charac- 
terizes the clinical cases. It is here specu- 
lated that had this characteristic memory 
and disowning process been produced for 
the 14 Ss. by suggestion, it is hard to see 
why they would not have resembled “com- 
pletely different” self structures such as 
seen in actual case recordings. 


SUMMARY 


An experiment was performed to study 
the hypothesis that two distinct selves occur 
when moods are varied. Following a defini- 
tion of the term “self” an experiment was 
designed to produce hypnotically two dis- 
tinct self concepts by the induction of the 
moods of depression and elation. Twenty 
Ss. responded to an identical self-reference 
scale 3 times, first during a waking state, 
then under hypnotic depression, followed 
by hypnotic elation. Memory was controlled 
hypnotically. The scale consisted of 100 
items evenly divided for adjustment and 
maladjustment. Chi-square analyses for 
each S. revealed that 14 Ss. apparently 
shifted orientation while 6 Ss. did not. It 
was speculated that there was considerable 
similarity between these artificially induced 
value orientations and actual case record- 
ings. 
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REGRESSIVE EST, CHLORPROMAZINE, AND GROUP THERAPY IN 
TREATMENT OF HOSPITALIZED CHRONIC SCHIZOPHRENICS 


PETER D. KING, M.D.! 


Chronic schizophrenics who have been 
hospitalized for more than 5 years form 
the largest proportion of mental hospital 
populations. Methods of treatment which 
can result in the salvage of these patients 
have been sought in vain. Chlorpromazine 
has proven of value in reclaiming some of 
these patients(2) but the majority remain 
psychotic. Another possible therapeutic 
agent is intensive electroshock. 

Recently Glueck, et al(4) offered an en- 
couraging report on the use of regressive 
electroshock therapy (REST). REST was 
given 3 times daily until 17 to 67 treatments 
had been given to produce regression of 
habits to a fully dependent disoriented 
state. Among 74 schizophrenics given 
REST, 30 showed early and late “moderate 
improvement” to “recovery”. However the 
duration of illness of these 30 patients was 
not given, and whether or not the result 
was due to the REST per se remains un- 
answered because the authors mentioned 
that the patients had “much nursing care”, 
received chlorpromazine and reserpine on 
occasion, and were seen two to three times 
a day by psychotherapists. 

Earlier studies on REST have been re- 
ported. Kennedy and Anchell(5) gave 11 
to 50 EST to 25 cases of schizophrenia 
with an average duration of 4% years. Thir- 
teen patients improved to the point where 
they were or could have been released from 
the hospital. However these patients also 
apparently received psychotherapy. Roths- 
child, et al(9) treated 52 schizophrenics 
who had been sick an average of 6.5 years 
with REST. Eighteen patients were re- 
leased or showed “marked improvement” ; 
however among these 18 was none who had 
been sick more than 5 years. Thus REST 
had failed to mobilize the group of pa- 
tients in which we are particularly in- 
terested. 

Because of the encouraging reports of 
chlorpromazine and REST it was decided 
to try to measure their comparative efficacy 


1 Madison State Hosp., N. Madison, Ind. 
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both with and without group psychotherapy 
on chronic schizophrenics who had been 
hospitalized at least 5 years. Since a patient 
who is reported subjectively as “improved” 
may really be worse, and since a patient 
who is released may only be more docile 
rather than less psychotic, objective ratings 
are desirable in any comparison of treat- 
ment methods. 


Malamud(8) introduced a rating scale 
which showed an excellent correlation (.91) 
between interviewers on 100 paired ratings. 
He emphasized the need for such objective 
criteria to evaluate patient progress. In the 
study presented here, a scale similar in 
some respects to the Malamud scale was 
devised. The following 20 items were scored 
0, 2%, and 5, 5 showing normality in an 
item. The scores for the 20 items were 
totaled to give a scale rating. 

. Sloppy and/or overdecorated. 

. Unusual or bizarre posture. 

Manneristic. 

Movements too fast or too slow. 

. Too tense or relaxed. 

Talks too much or too little. 

. Stereotypies in speech. 

. Mutters and/or looks around as if 
responding to voices. 

. Blocking in speech. 

. Affect flat or inappropriate. 

. Conversation relevant and/or to the 
point. 

. Orientation : year and location. 

. Exaggerated sense of importance 

(God, devil, etc.) 

. Guilt feelings. 

. Suicidal ideas and/or intents. 

. Hallucinations. 

. Delusions of reference, etc. 

. Somatic delusions. 

. Hostility—too much or too little. 
. Hospital work adjustment. 

One hundred chronic schizophrenic 
males varying in age from 26 to 55 who 
were not considered mentally defective ex- 
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cept as a result of schizophrenia, and who 
had been hospitalized an average of 17 
years (8 to 35) were chosen. None had had 
chlorpromazine, many had had previous 
EST, and a few had had insulin coma 
therapy. Each was interviewed by the 
author and given a rating by the scale de- 
scribed above. Then they were matched as 
closely as possible in groups of 5 by diag- 
nosis, scale rating, and previous educational 
and occupational level. Nineteen groups of 
5 were thus matched, 5 patients not being 
matchable, and each group of 5 was alpha- 
betized by surname. Playing cards were 
shuffled twice, cut, and a card drawn for 
the man first alphabetically, a second drawn 
for the second, etc. until each of the 5 had 
a card. The man with the highest card was 
assigned to group 1, the next highest to 
group 2, etc., and the man with the lowest 
card was assigned to group 5. The cards 
were shuffled again and drawn in the same 
manner for the next group of 5 until all 
95 men were assigned. Group 1 was given 
REST only, group 2 REST followed by 
weekly group psychotherapy, group 3 was 
started on chlorpromazine only, group 4 
was started on chlorpromazine to be ac- 
companied later by weekly group psycho- 
therapy, and group 5 was the control group 
—getting no EST, chlorpromazine, or group 
therapy. Groups 1 and 2 were given EST 
twice daily until 22 treatments were given. 
Each patient was given a convulsive treat- 
ment by the glissando(6) method with the 
Reiter RC47D. After the last man had re- 
ceived his first treatment, each patient was 
given a second treatment. One patient on 
REST developed severe respiratory diffi- 
culty which necessitated removal from the 
project and 6 months later he died. A sec- 
ond patient on REST died after acute 
hemorrhage from unsuspected chronic cys- 
titis. The remaining 36 patients on REST 
became disoriented, would not remain 
clothed, were incontinent, and had to be 
fed. Three weeks after completion of REST, 
they were well recovered from their con- 
fusion, and all except 9 farm workers on 
chlorpromazine or control were placed on 
the same ward, and returned to their indus- 
trial therapy assignments. When REST was 
begun, the 38 patients in groups 3 and 4 
were started on chlorpromazine 100 mgm. 


t.id. and had adjusted to the drug by the 
time REST had been completed on groups 
1 and 2. 

The 38 patients for group therapy were 
divided into 3 groups by educational level 
and scale rating so that the patients with 
the highest educational level and scale 
rating were in one group, the second high- 
est in another, and the lowest in the third 
group. Each group contained half REST 
and half chlorpromazine patients. Sessions 
were conducted once a week for each of 
the 3 groups, all of which began 5 weeks 
after REST and chlorpromazine had been 
started (which was also 3% weeks after the 
completion of REST). The author con- 
ducted all group therapy sessions except 
during a 3 month absence for special train- 
ing when 2 colleagues conducted them.? 
One colleague continued one group after 
the author returned ; the other two groups 
were returned to the author. The activity 
of the group leader in the sessions tended 
to vary indirectly with the quality of the 
group. There were no known variables in 
treatment other than those studied : REST, 
chlorpromazine, and group therapy. 

Six months after REST had been started, 
all patients were re-evaluated by the author 
using the same rating scale as previously. 
The patients had been grouped after the 
first interview, and the author had avoided 
contact with the assignment lists during 
the intervening 6 months. This was facili- 
tated by his 3-months’ absence and subse- 
quent administrative assignment to another 
service. Accordingly he was unfamiliar with 
the groupings of the patients, except for 
most of those to whom he remembered 
giving REST, and those who were in his 
own group therapy sessions. When he inter- 
viewed the patients for re-evaluation, the 
93 names were in an alphabetical list with 
no indication of previous scale rating or 
group assignment. Evaluations by the 
rating scale were as unbiased as could be 
hoped for. Supporting this assumption is 
the fact that the control group showed no 
significant difference between the two 
ratings, although there were individual 


2 Grateful acknowledgement is made to Lawrence 
Miller, M.D., and David Kilmer, M.D., both of this 
hospital, for continuing group therapy during the 
author's three month absence in autumn, 1957. 
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variations above and below the arithmetic 
mean. Also the patients from his two 
therapy groups showed the same average 
improvement in rating points as those from 
the third group (which his colleague had 
wished to keep). Ideally, one person en- 
tirely unaware of which therapy any pa- 
tient had been given should interview the 
patients, but this was not possible because 
of lack of available personnel at the time. 


RESULTS 


The arithmetic mean of the ratings of 
the 93 surviving patients was 72.3 before 
treatment. The means of each group were 
as follows: group 1—71.8; group 2—71.7 ; 
group 3—73.1; group 4—72.7; and group 
5—72. The data were handled statistically 
by the accepted procedure of determining 
the standard error of the mean of the 
change in each group 6 months after treat- 
ment(1). A t-ratio was then obtained by 
dividing the mean of the change by its 
standard error. Table 1 illustrates this pro- 
cedure for group 1. 


TABLE I 
STATISTICAL COMPARISON OF RATING SCORES 
OstTAINED BY 17 PATreENTs BEFORE AND SIx 
Montus AFTrer REST 


Before After (D) 
70 73 +3 
63 63 0 25 

68 —12 49 

75 73 —2 9 
+2 49 

—12 49 

73 —5 0 
—2 9 

70 —15 100 
—5 0 

—5 0 

+2 49 

25 

0 25 

—5 0 

49 

—2 9 

-80 (D=-4.7) 511 


511 


4.7 
——-—= 2.8; p.<.02 
S.E. 1.7 
(* Using D = -—5 instead of —4.7.) 


(D-D)* (D-D)? 
64 


1.9 = 1.7 


e(D—D)?2 
(N-1)N 


t-ratio 


A. Group 1 received REST only and had 
a mean rating score 6 months after treat- 
ment of 67.2. Twelve patients had a lower 
score, 2 showed no change, and 3 had a 
higher score. The mean change following 
treatment was —4.7 rating points with a 
standard error of 1.7. The t-ratio was there- 
fore 2.8, so this change was statistically 
significant (p.<.02). This result was un- 
expected and is evidence in favor of a lack 
of bias in the interviewer, since he had 
previously felt that the patients on REST 
would improve. 

B. Group 2 received REST followed by 
group therapy after the patients had re- 
covered from their post-EST confusion. It 
had a mean score 6 months after treatment 
of 72.1. Six patients had a lower score, 2 
showed no change, and 11 had a higher 
score. This group showed no significant 
improvement in score after treatment. 
These results, when considered in the light 
of the results in group 1, suggest that group 
therapy had returned the REST patients to 
their pre-treatment level, i.e., that without 
the group therapy, group 2 might also 
have shown a change for the worse. 

C. Group 3 received chlorpromazine 
only and had a mean rating score after 
treatment of 77.9. Three patients had a 
lower score, 4 showed no change, and 12 
had a higher score. The mean change after 
treatment was 4.8 rating points with a 
standard error of 1.6. The t-ratio was there- 
fore 3, so this change was statistically sig- 
nificant (p<.01). 

D. Group 4 received chlorpromazine and 
group therapy and had a mean rating score 
after 6 months of 79.3. Four patients had 
a lower score, one showed no change, and 
14 had a higher score. The mean rating 
change after treatment was 6.8 points with 
a standard error of 2.1. The t-ratio was 
therefore 3.2, so this change was statis- 
tically significant (p<.01). 

E. Group 5, the control group, had a 
mean rating score of 72.3. Eight patients 
had a lower score, 2 showed no change, and 
9 had a higher score. This group showed no 
significant change in score after 6 months. 
The finding suggests that there were not 
other variables active, and is evidence sup- 
porting interview objectivity. 
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DISCUSSION 


The fact that the patients given REST 
only showed a significantly lower score 
following treatment suggests that REST, 
and perhaps EST, are contraindicated in 
patients such as those used in this study. 
Many of the author's patients had had EST 
before, and it may be that the REST was 
an environmental insult which drove them 
deeper into psychosis. Conceivably this 
could be another argument in favor of an 
at least partly functional etiology of schizo- 
phrenia. If schizophrenia were entirely bio- 
chemical in origin why would EST help at 
one stage and prove detrimental in 
another? 

It may be that other authors have not 
reported detrimental results in chronic 
schizophrenics from REST because they 
have not used a rating method which is 
relatively objective. The author's patients 
were perhaps more docile to ward routine, 
and might well have been reported “un- 
improved” or as “improved”, when actually 
they were more psychotic. 

Apparently weekly group therapy was 
sufficiently beneficial to return patients who 
received REST to their previous level of 
psychotic adjustment, but no more. The 
results of weekly group therapy and chlor- 
promazine in chronic schizophrenics were 
disappointing(7). This finding was not 
contradicted by this study in which there 
was no significant difference in improve- 
ment between the group of patients re- 
ceiving chlorpromazine and group therapy 
and the group receiving chlorpromazine 
alone. It did seem that the patients on 
group therapy developed a fairly good rap- 
port, and might have shown a better re- 
sponse in terms of rating scale change if 
meetings had been held more frequently. 
But at least it may be said that weekly 
group therapy with such patients did not 
prove significantly efficacious except in pa- 
tients who had suffered the apparently 
detrimental effect of REST. 

It was well demonstrated here that 
chlorpromazine benefits chronic schizo- 
phrenics of long duration. Indeed several 
patients who received chlorpromazine, both 
with and without group therapy, appeared 


sufficiently improved to be granted leave of 
absence from the hospital. The author ex- 
pects this to occur when they come to the 
attention of the physician who has their 
administrative responsibility. This finding 
is in agreement with many recent reports in 
the psychiatric literature regarding chlor- 
promazine(2, 3). 


SUMMARY 


1. A rating scale was devised for evalu- 
ating chronic mental patients. 

2. By using this rating scale and certain 
other criteria, 19 sets of 5 carefully matched 
chronic schizophrenics were formed. Five 
groups of 19 patients each were randomly 
formed to compare the results of REST, 
REST plus group psychotherapy, chlor- 
promazine, and chlorpromazine plus group 
psychotherapy. One group contained 
matched controls. 

3. REST was followed in 6 months by a 
significant lowering in rating score in com- 
parison to the control group. 

4. Weekly group therapy among REST 


‘patients restored them to a pre-treatment 


level. 

5. Chlorpromazine resulted in a signif- 
icant improvement in rating score in com- 
parsion to the matched control group. 
Weekly group therapy resulted in slightly 
greater improvement, but it was not statis- 
tically significant. 
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CLINICAL NOTES 


TP-21, A NEW PHENOTHIAZINE 


SIDNEY COHEN, M. 


In the current development of phenothia- 
zine congeners two trends appear to be 
emerging. One consists of manipulations of 
the molecule to produce agents of greater 
potency by weight. This advantage, how- 
ever, is accompanied by an increased inci- 
dence of extrapyramidal tract symptoms. 
The second direction of phenothiazine re- 
search is the production of compounds ap- 
proximately equipotent to the parent sub- 
stance, chlorpromazine, but with the park- 
insonian syndrome only rarely manifested 
as a side effect. TP-21 (3-methylmercapto- 
10-[2’-( N-methyl-piperidyl-2”)-1’] pheno- 
thiazine-hydrochloride)* is representative 
of this group. 

That there seems to be no direct relation- 
ship between the extrapyramidal phenom- 
ena and the efficacy of phenothiazines is an 
interesting observation. In the management 
of the psychotic patient it is held by some 
that the patient should be saturated vntil 
side effects occur. Then reduction of the 
dose to a maintenance level is advised. The 
analogy with digitalization has been em- 
ployed. It now appears that this technique 
of administration has little rationale since 
with some phenothiazines parkinsonism 
may appear even before ataractic activity 
can be detected. With others, it will be a 
rare complication. 

_ Inan earlier study by Fleeson, et al.(1) it 
was found that TP-21 significantly im- 
proved a group of outpatient psychoneu- 
rotics, sociopaths and psychotic patients as 
measured by the Q-sort technique. It 
seemed worthwhile to test the limits of the 
drug by exploring its use in more seriously 
disturbed hospital patients and to study its 
side effects at higher dosage levels. 

Twenty-nine psychotic patients who re- 
quired management of their hyperactivity, 
delusional thinking or anxiety were given 


1 From the Medical Service, Brentwood Neuropsy- 
chiatric Hospital, VA Center, Los Angeles 25, Calif. 
2 Supplied by Sandoz Pharmaceuticals as Mellaril. 
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courses of TP-21 for 3-92 days (mean: 41 
days). Dosages ranged from 100-400 mg. 
daily. Table I indicates the diagnostic 
categories, clinical results and complica- 
tions. 
TABLE I 

% clinically 
improved 


Number 

of Patients Diagnosis 

4 Acute brain 
syndrome with 
alcoholism 
Posttraumatic 
encephalopathy 
with epilepsy 
Schizophrenic 
reaction 


Side effects 


75% 


33% Drowsy (1) 


59% Dizziness (3) 
Drowsy (1) 

Psychotic 

depression 80% 


62% 


Two points require comment. First, the 
extrapyramidal syndrome was not encoun- 
tered in any of its forms. Dizziness and 
sleepiness responded to a reduction in dos- 
age. Other side effects did not occur. 
Secondly, the results of therapy were com- 
parable to those seen with chlorpromazine 


and promazine. The encouraging response 
of the small group of patients with severe 
depressive reactions will have to be ex- 
tended before a statement concerning the 
drugs antidepressant potential can be made. 


SUMMARY 


A new phenothiazine, TP-21, appears to 
be a potent agent in the symptomatic man- 
agement of a variety of psychiatric states. 
It is singularly free from the side effects 
ordinarily seen with these compounds. 
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“EMERGENCY” USE FOR TORSION SPASM. 


The increasing use of potent phenothi- 
azine derivatives has induced parkinsonism 
and related dyskinesias such as torsion 
spasms as a side effect with increasing fre- 
quency. It has been our experience with 
both hospitalized and ambulatory patients 
that the doctor is called upon to administer 
emergency measures to the apprehensive 
patient who suddenly finds himself with a 
symptom more terrifying than the initial 
emotional complaint. 

As an anti-parkinsonism agent we have 
administered diphenhydramine hydrochlor- 
ide* intravenously in doses of 50 mg. in 
patients who acutely develop torsion spasm 
which practically always involves the head 
and neck. Marked or complete relief of 
torsion movements as well as the attendant 
anxiety was obtained within 15 minutes 
after the injection in 9 cases. On the day 
preceding the writing of this note 3 patients 
were treated in this manner with satis- 
factory results. The histories of two of them 
are instructive. 


H. C., age 25, receiving phenothiazine com- 
pound A, still under clinical investigation, sud- 
denly developed a “twisting” of the mouth 
exposing her false teeth. She observed that she 
was less inhibited than usual in that she ad- 
mitted for the first time to her associates at 
work that she had false teeth and tried to be 
facetious about the uncontroliable tensions in 
the facial musculature. But when her head 
began to be tilted upward and backward and 
she could only look upward she became pan- 
icky. She was an ambulatory patient and was 
now readmitted to Roseneath Farms and was 
given 50 mg. of diphenhydramine hydrochlor- 
ide intravenously. She obtained immediate 
relief both subjectively and objectively. The 
manifestation of general restlessness assumed to 


1 From Roseneath Farms, Philadelphia 44, Pa. 

2 Professor of Clinical Psychiatry, Temple Uni- 
versity School of Medicine, Philadelphia, Pa. 

3 We wish to express our appreciation to F. F. 
Schley of Parke, Davis & Company for making the 
clinical supply of diphenhydramine hydrochloride 
available. 


ON SPECIAL USES OF DIPHENHYDRAMINE HYDROCHLORIDE 
IN THE SOMATIC THERAPY WARD OF A PSYCHIATRIC HOSPITAL’ 


HERBERT FREED, M.D.? 


be an atypical form of parkinsonism did per- 
sist for another 24 hours. 

B. B., age 65, who received Compound B, 
another potent phenothiazine, developed re- 
tardation and mutism. After she received an 
intravenous injection of diphenhydramine hy- 
drochloride she became alert and _ talkative 
with a relaxed smile on her face. Within 20 
minutes, however, the patient became drowsy 
and went into the somnolent state seen in many 
patients who receive a sufficiently large dose 
of the drug to render them “normally” drowsy. 


For Post-SHock NAUSEA AND VOMITING 


The rather dramatic and immediate re- 
sponses of the extra-pyramidal system dis- 
turbances described above overshadow the 
unspectacular but substantial usage of di- 
phenhydramine hydrochloride usually given 
intramuscularly in 50 to 100 mg. doses as a 
prophylactic against post-shock nausea and 
vomiting. It is our experience that the rou- 
tine use of an intravenous barbiturate, 
Thiamylal sodium, prior to the administra- 
tion of electroshock therapy has often been 
accompanied by nausea in at least one-third 
of the cases (the choice of barbiturate does 
not seem to influence the development of 
this side effect). We were therefore happy 
to find that the prophylactic administration 
of diphenhydramine hydrochloride was 
effective in lessening the nausea in about 
half the cases and averting it in the others. 
It should be noted that nausea frequently 
occurred in these patients even though they 
had been receiving a phenothiazine con- 
currently with the course of EST. 

In conclusion, a new use has been found 
for parenteral diphenhydramine hydro- 
chloride on the somatic therapy section of 
a psychiatric hospital. It has been found to 
be dramatically effective as an emergency 
measure in counteracting torsion spasms 
and some related basal ganglia disturbances 
induced as side effects of the newer more 
potent phenothiazine derivatives. This indi- 
cation is in addition to the well established 
use of the same preparation as a prophy- 
lactic against post-shock nausea. 
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NOTE ON METHOXYDONE (AHR-233 ) 


HERMAN C. B. DENBER, M.D.' 


This report deals with a pilot study 
of 5-(o-methoxy-phenoxymethy] )-2-oxazoli- 
done, AHR-233.? Its pharmacologic action 
is that of a potent skeletal muscle relaxant, 
as demonstrated by inhibition of strychnine 
induced convulsions in rats. The PDso fol- 
lowing oral administration was 135 mg./kg. 
at 30 minutes post-drug, and 86 mg./kg. at 
120 minutes after drug administration. The 
acute oral LDsgo in rats was 2,100 mg./kg. 
There has been some evidence of activity 
in psychiatric disorders, and for this reason 
the following study was undertaken. 

Twenty-five acute and chronic female 
patients were treated on the research serv- 
ice at Manhattan State Hospital, ranging 
in age from 23 to 70 years. Their diagnoses 
were: dementia praecox-18; involutional 
psychosis, melancholia-3; manic-depres- 
sive, depressed-1 ; others-3. The duration of 
treatment was from 11 to 146 days. The 
dose ranged initially from 400 mg. (23 
patients) to 1,200 mg. (2 patients) tid. 
The final dose was higher; 17 patients 
receiving 1,200-1,600 mg. t.i.d. Toxicity 
was not observed. The peripheral blood 
count was unaffected and liver function 
was normal. Lethargy and drowsiness 
were noted at higher doses. Results were 
determined by direct clinical observation 
based upon previously reported criteria(1) 
and were as follows: much improved-3 ; 
improved-4 ; unchanged-18 ; worse-0. 

There was a selective action in those 
with marked tension, anxiety and agitation 


1 Research Division, Manhattan State Hosp., Ward's 
Island, New York City 35, N. Y. and College of 
Physicians and Surgeons, Columbia University, New 
York, N. Y. 

2 Methoxydone was generously supplied through 
the courtesy of Dr. Jack Freund, Director of Research, 
A. H. Robins Company, Inc., Richmond, Virginia. 


with depression. Three of the patients 
whose conditions were ameliorated were in 
the latter group. Delusions, hallucinations, 
marked paranoid and other abnormal ide- 
ation were unaffected. Listless, withdrawn 
and apathetic states were unchanged. 


Case Report :—A. H., aet. 59, was admitted 
on Jan. 7, 1957 with a diagnosis of involutional 
psychosis, melancholia and a history of previous 
admissions treated by ECT. She was very 
tense, agitated, restless and depressed with 
suicidal ideas. She was given methoxydone, 
400 mg. t.i.d. on 1/7/58 ; this was progressive- 
ly increased to 1,200 mg. t.i.d. On 1/15/58 
she was quiet, friendly, without any of the 
above symptoms. On 2/20/58 she said, “I feel 
calm now but I am still afraid.” She is now 
receiving 1,200 mg. t.i.d. and is much im- 
proved (June 1958). 


CoMMENT 


The dose should be increased rapidly 
after treatment is begun. The absence of 
side effects other than drowsiness even at 
the highest doses (1,600 mg. t.id.) was 
worthy of notice. This compound is of in- 
terest because of its narrow range of action 
without toxicity in this group of patients. 
It appears to have activity in anxious and 
depressed individuals and warrants further 
trials under controlled conditions. It may 
prove to be more effective in the neurotic 
rather than psychotic patient. The exact 
role of methoxydone in the depressed states 
is difficult to establish; this must await 
further extensive studies with a more varied 
case material. 
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CLINICAL NOTES 


SENESCENT MEMORY DECLINE AND SENILE 
AMNESTIC SYNDROME * 


V. A. KRAL, M. D.? 


The resident population of the Hebrew 
Old People’s and Sheltering Home in Mon- 
treal, 162 persons, 71 men and 91 women, 
were investigated psychiatrically and neu- 
rologically. The age range was 60-96 years 
with a mean age of 79.4 years. Seventy- 
nine %, that is four fifths of the population 
were 75 or over at the time of examination. 
There was no statistically significant dif- 
ference in age between the sexes. The 
group was homogeneous as to the ethnical 
and socio-economic background of the sub- 
jects and at the same time comprised the 
whole spectrum of senescence from well 
preserved personalities to senile psychoses. 
Memory was tested by the usual clinical 
methods : orientation, general information 
adapted to the background and educational 
level of the subjects, tests for recent 
memory and immediate recall. 

Out of the 162 residents 101, that is, 
roughly two thirds showed deficient mem- 
ory function on psychiatric examination and 
the usual memory tests. Memory dysfunc- 
tion was significantly related to advancing 
age. The higher age groups had a sig- 
nificantly higher proportion of individuals 
with impaired memory and the groups 
with memory deficit comprised significantly 
more individuals of higher age than the 
other groups. There were, however, in 
every age group some individuals who did 
not show memory dysfunction in everyday 
life and on psychiatric examination. 

Two types of memory dysfunction, both 
significantly related to advancing age, 
could be distinguished: impaired recall 
of specific remote memories and progres- 
sive impairment of recent memory with its 
psychological consequences, leading to a 
senile amnestic syndrome. 

The first type called “mild” in this study 


was found in 30 residents and was charac- 


1 A detailed report will be published in the Journal 
of Gerontology. 

2From the Gerontologic Unit of the Allan 
Memorial Institute Department of Psychiatry, McGill 
University and the Montreal Hebrew Old People’s 
and Sheltering Home, Montreal, Can. 


terized by the inability of the subjects to 
recall names or data on certain occasions 
while the same names or data were avail- 
able on other occasions. There was no 
preference in the sense that names or data 
of the more recent past were less available 
for recall than those of a more remote past. 
It was not accompanied by disorientation 
(orientation in time was remarkably well 
preserved ) nor was it accompanied by con- 
fabulations. It remained constant in charac- 
ter, and practically also in severity over an 
observation period of more than two years. 
Only in few individuals was some increase 
in the difficulty in recall observable. 

Furthermore, this type of memory dys- 
function involved only certain components 
of former experiences but not “personal ex- 
periences,” that is memories of the person 
as an integrated whole(1). 

The second type of memory dysfunction, 
found in 71 subjects, was characterized 
mainly by impaired recall of recent memo- 
ries. Remote memory was also impaired 
but to a lesser extent. It involved not only 
certain components of experiences but the 
“personal experiences” as such could not 
be remembered, a fundamental characteris- 
tic of the amnestic syndrome even if it is 
only mild(2). Orientation in time was al- 
ways impaired and in many cases dis- 
orientation in place and as to person were 
also present. Confabulations were present 
in less deteriorated individuals, but tended 
to disappear with progressing deteriora- 
tion. 

Also, the amnestic syndrome showed a 
definite, sometimes even rapid progress. It 
would, therefore, seem justified to desig- 
nate the 2 types of senescent memory dys- 
function as “benign” and “malignant.” 

More detailed studies have shown that 
the factor (or factors) responsible for the 
“mild” type of senescent memory dysfunc- 
tion seems to be operative during the phase 
of recall possibly constellated by the many 
imperceptible influences occurring during 
the phase of retention(3). In contrast to 
this the psychopathological mechanism re- 
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sponsible for the amnestic syndrome is op- 
erative during the phase of registration(2). 
It was suggested previously that this mech- 
anism is to be found in a defective inte- 
gration of the sensoric and perceptual data 
of an experience with its emotional com- 
ponent, which makes a “personal” ex- 
perience out of the mosaic of perceptual 
data, registerable as a “personal” memory 
and ready to be evoked when the need 
arises. It seems probable that this integra- 
tion of the perceptual and emotional com- 
ponents of an experience depends on the 
intactness and proper function of the 
limbencephalic and the centrencephalic 
system. 

The question arises whether the two 
types of memory dysfunction are merely 
the expression of quantitative differences 
or a different localization of the same 
pathophysiological mechanism or whether 
they indicate two qualitatively different 
processes. 

Critchley(4), from the neurological 
point of view, distinguishes in the aging 
of the nervous system a “senium naturale” 
which includes “the pure uncomplicated 


evidences of simple involution,” and a 
“senium ex morbo” which “is additional 
accidental-avoidable perhaps and even 
reversible to some extent.” 

In this connection a further fact which 
emerged from our investigation seems to 


gain importance, namely that women 
showed memory dysfunction of the amnes- 
tic syndrome type twice as frequently as 
men whereas the “mild” type of memory 
impairment was evenly distributed be- 
tween the sexes. If this difference in the sex 
distribution can be confirmed in other 
senescent groups it would indicate that dif- 
ferent pathophysiological mechanisms are 
responsible for the two types of senescent 
memory dysfunction. 


Histological findings as yet do not sup- 
port such a distinction, although quanti- 
tatively more plaques and more fribrillary 
degeneration have been found in the brains 
of patients with senile dementia than in the 
brains of people who died at an advanced 
age in the possession of normal mental 
capacities. It may well be, however, that 
the difference betwen normal senescence 
and senile dementia is of a biochemical 
and metabolic rather than of a structural 
nature and that the female sex is more sus- 
ceptible to metabolic noxae on brain func- 
tion than the male sex. As far as memory 
function is concerned the mild benign type 
of memory dysfunction could well repres- 
ent one of the changes of the “senium natu- 
rale,” whereas the amnestic syndrome type 
would correspond to the “senium ex 
morbo”. 

Whether our observations and results 
are representative for the aging popula- 
tion as a whole or strictly for the group 
herewith reported cannot be stated on the 
basis of this study. Further studies on other 
senescent groups similar in composition as 
to their mental health status but different 
in their ethnic and socio-economic back- 
ground are necessary. It is hoped that other 
investigators will find the opportunity to 
study such groups. 
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CLINICAL NOTES 


Heistad(1) has suggested that physio- 
logical treatments change behavior by 
altering the internal environment which 
changes in turn stimulus response relation- 
ships. Hypothetically, extinction of ab- 
normal responses occurs during the gradual 
return toward normal of the internal en- 
vironment after alteration by treatment. 
Assuming schizophrenia to be a complex 
conglomerate of learned behavior, treat- 
ment results should follow Heistad’s pre- 
dictions. 

Over a 2 year period approximately 50 
schizophrenics, mostly chronic, were 
treated with this possibility in mind. In- 
creasing doses of chlorpromazine and re- 
serpine were given from 1 to 3 weeks until 
symptoms of parkinsonism appeared. Park- 
insonism was then maintained from 1 to 
3 weeks at which time medication was 
abruptly discontinued or gradually re- 
duced. 

Some patients abruptly withdrawn from 
medication achieved excellent remissions. 
A few remissions continued a year later 
without further treatment. Others achieved 
excellent remissions but relapsed in 1 to 
3 weeks. When these relapsed patients 
were again parkinsonized and abruptly 
withdrawn, improvements were slight or 
non-existent compared to their initial ex- 
cellent improvements. 

If medication was rapidly administered 
to initially relapsing patients, their relapse 
could be aborted. Some of these patients 
then achieved good results by slow re- 
duction of medication to a small mainte- 
nance dose. Other patients achieved good 
results after parkinsonization by initially 
slowly reducing medication to a small 
maintenance dose. 

Dixon(2) reports impressive results with 
schizophrenics by parkinsonization with 
prochlorperazine and abrupt withdrawal. 


1 Northwestern Mental Health Center, Crookston, 
Minn. This study was done at the VA Hospital, 
Sheridan, Wyoming. 


CLINICAL CONFIRMATION OF HEISTAD’S PREDICTONS 


R. V. EDWARDS, M.D.! 


Pacheco e Silva(3) reports similar findings 
with chlorpromazine parkinsonization and 
gradual reduction of medication. 


SUMMARY 


Reversible parkinsonism induced by 
ataraxics seems to be an effective treat- 
ment for schizophrenia, and appears to ad- 
here to Heistad’s predictions. If Heistad 
is correct, the following implications for 
psychiatry must be faced : 

1. Submaximal physiological treatment or 
too rapid return of the internal environ- 
ment toward normal may fail to achieve 
good results and may create permanent 
refractoriness to the treatment proce- 
dure. 

2. Maximal simultaneous change of ex- 
ternal and internal environment would 
be theoretically most efficacious. Wait- 
ing for several weeks after hospitaliza- 
tion before starting treatment may de- 
crease a patient’s chance for recovery. 

3. Experiments designed to test the efficacy 
of any treatment procedure must be 
done on patients never before hospital- 
ized or treated. Previous hospitalization 
or treatment would be recognized as 
exerting a profound influence on any 
present treatment procedure. 
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CLINICAL NOTES 


TRIFLUOPERAZINE IN THE TREATMENT OF 
PSYCHOTIC PATIENTS 


L. H. RUDY, F. RINALDI, E. COSTA, H. E. HIMWICH,! 
W. TUTEUR anv J. GLOTZER 2 


The favorable results obtained by the 
use of chlorpromazine in the treatment of 
psychiatric conditions has promoted the 
search for additional derivatives of pheno- 
thiazine in the hope that modification of 
molecular structure might produce com- 
pounds with fewer side effects and greater 
potency. Trifluoperazine is a new pheno- 
thiazine derivative with a formula of 2- 
trifluoromethy]-10-(3’-( 1”methy]-piperazinl- 
4”)-propyl) phenothiazine diamaleate. 


METHODS AND MATERIAL 


Two groups of patients were studied ; 
one at the Galesburg State Research Hos- 
pital including 47 chronic psychotic pa- 
tients (22 females, 25 males), moderately 
disturbed and with long histories of hos- 
pitalization and ranging in age from 30 to 
69 years. A second group was examined 
at Elgin State Hospital and consisted of 
12 acutely disturbed, recently admitted 
female patients, all schizophrenics ranging 
in age from 21 to 64 years. In these studies 
the double blind crossover method was 
employed. 

After a basic rating of the psychiatric 
characteristics of each patient during a 
“non-blind” initial placebo period, evalu- 
ations of the patients were made every 3 
weeks, i.e., at the middle and at the end 
of each 6 weeks period. A standard unitary 
minimal dose of the drug (10 mg.) was 
established. Its magnitude had to be such 
as to allow daily adjustment of dosage for 
each patient by administering it in mul- 
tiples of 10 mg. until the best results were 
obtained. Thus the individual dosages 
could be flexibly adjusted in the relation- 
ship to the changes observed and yet the 
advantages of the double blind method 
were maintained. Treatment began in all 
patients with one 10 mg. capsule once a 


1 Galesburg State Research Hospital, Galesburg, 
Ill. 
2 Elgin State Hospital, Elgin, III. 


day (HS). After a few days the dosage 
was progressively increased according to 
the successive steps. 


RESULTS 


As to the nature and the degree of ameli- 
oration produced, trifluoperazine appeared 
to act similarly to other phenothiazine de- 
rivatives. Beside the overall calming effect, 
there occurs the mitigation of psychotic 
traits such as delusional thoughts and 
complaints of hallucinatory experiences ; 
an amelioration of affective drive and pat- 
terns of behavioral adaptation to reality 
also result. Improvements of some kind 
were observed in about 69% of the chronic 
patients. At least half of these improve- 
ments consisted of a marked transforma- 
tion of the personality allowing satisfactory 
performance of the patients in the social 
milieu of the hospital with but little super- 
vision. The advantages of these results from 
the point of view of management prob- 
lems are obvious. We cannot express our 
results with the chronic patients in terms 
of social recoveries. For patients of the 
middle or old age group who have been 
institutionalized for many years, the prob- 
lem in arranging possibilities of life out- 
side the institution are formidable and 
are often as important in determining dis- 
charge as the clinical criteria. Of the group 
of 12 acutely ill psychotics at least 8 
showed improvement with trifluoperazine 
and 6 of them were discharged and con- 
tinued well on the outside on maintenance 
doses of the drug. 

Considering the side effects during tri- 
fluoperazine treatment we note that they 
are of the same type as those observed 
with other phenothiazine derivatives in- 
cluding extrapyramidal symptoms, but 
with some outstanding differences: ab- 
sence of significant changes in blood pres- 
sures ; no trend to decrease to low levels 
was noted at any time during treatment 
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even in those patients who had arterial 
hypertension of some degree. The fainting 
spells which occur, especially initially with 
the use of chlorpromazine and which are 
attributable to crises of orthostatic hypo- 


tension, are not observed with trifluopera- 
zine. Another difference is seen in the 
matter of dosage. Trifluoperazine is effec- 
tive in much smaller amounts than chlor- 
promazine. 


THE EFFECT OF DEXTROSE, FAT EMULSION AND AMINO ACIDS 
ON THE RATE OF DISAPPEARNCE OF ALCOHOL 
IN THE BLOOD 


J. SCHILLER, M.D., Pu.D., R. E. PECK, M.D. anp M. A. GOLDBERG, M.D.? 


The contrast between the rapid absorp- 
tion and slow elimination of alcohol in a 
man has resulted in the search of substances 
capable of accelerating the rate of alcohol 
disappearance in the body. Among those 
substances foodstuffs have been unequally 
investigated. Glucose in association with in- 
sulin has received most attention and is 
actively used in the treatment of acute 
alcoholism. By contrast, fats and proteins 
have been tested to a lesser extent. The 
mechanism of action of foodstuffs on al- 
cohol metabolism is obscured by the differ- 
ent rates of absorption from the digestive 
tract when administered orally together. 
The present study deals with the effects of 
10% fat emulsion and of 5% amino acids on 
the rate of alcohol disappearance in the 
blood. 

The following procedure was adopted : 
Alcohol was given orally as 120 ml. of 100° 
proof whiskey and imbibed within 20 min- 
utes with 1-2 ounces of water. Five hundred 
ml. of vegetable fat was administered i.v. as 
a 10% emulsion in 5 patients. Amino acids 
were administered i.v. as a 5% mixture in 10 
patients and every single infusion lasted for 
75 to 90 minutes. Since the carrier for the 
two groups of substances was 5% glucose, 
each subject received 1000 ml. of the solu- 
tion i.v. in control experiments. All patients 
were chronic alcoholics kept on closed 
wards, free of any other pathology or of 
nutritional deficiency. A battery of liver 
tests revealed no abnormality. The patients 


1 Read in full at the 114th annual meeting of The 
American Psychiatric Association, San Francisco, 
Calif., May 12-16, 1958. 

2 Department of Psychiatry, VA Hospital, Manhat- 
tan, N. Y. 


were fasted overnight, blood samples were 
collected hourly for 5 hours, stored under 
refrigeration and alcohol determinations 
done within one hour. Urine was pooled 
over the 5 hour period and the alcohol con- 
tent determined. 

The alcohol utilization curves in the con- 
trol experiments revealed that a peak vary- 
ing from 65 to 85 mg.% was reached usually 
by the end of the first hour. When the ex- 
periment was terminated after 5 hours the 
blood alcohol curve had not yet reached the 
zero line and it was concluded that the in- 
fusion of 5% glucose does not accelerate the 
rate of alcohol disappearance in the blood. 

The infusion of fat emulsion did not offer 
any advantage over that of 5% glucose. Al- 
though the base line was reached sooner in 
4 out of 5 patients studied, the peak was 
high and the renal excretion of alcohol did 
not differ significantly from that in controls. 

The effect of amino acid mixture on al- 
cohol disappearance rate was studied in 10 
patients. Characteristically, the highest con- 
centration of alcohol in the blood was below 
50 mg.% by the end of the first hour (with 
one exception) and the base line was 
reached before the end of the 5th hour. 
The rate of decline per time unit did not 
differ from that of control curves. Another 
characteristic feature was represented by 
the renal excretion of alcohol : the percent 
output was significantly lower than in con- 
trols and this, independently of the total 
amount of alcohol excreted over the 5 hour 
period which showed individual variations. 
In two additional experiments the amino 
acid infusion was started one hour after 
the alcohol was imbibed, instead of starting 
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the two simultaneously. In both instances 
the curves fell between the 5% glucose con- 
trol and the zero hour amino acid curves. 
Because of the beneficial effect of amino 
acids it became important to identify the 
amino acid (s) most active in the mixture. 
Two patients received respectively 12.0 gm. 
and 36.0 gm. of sodium glutamate in 5% 


glucose with no apparent effect. In vitro ex- 
periments indicate that amino acids with 
4-C or less may be the active factors. The 
hypothesis that the active amino acids are 
the aspartic acid which by deamination 
gives oxalacetic acid a component of the 
Krebs cycle and the couple alanine-pyruvic 
acid, is presently under investigation. 


DEANER AN ADJUNCT FOR TREATMENT OF 
SCHIZOID AND SCHIZOPHRENIC PATIENTS 


NINA TOLL, M.D." 


That psychotherapy can be facilitated 
by the adjunctive use of pharmacologic 
agents is accepted by many. However, in 
any practice, there are patients who fail to 
respond even when both drugs and psycho- 
therapy are used, and a search for better 
and different drugs is desirable. The fol- 
lowing is a report on 22 patients treated 
with a new biochemical stimulant, Dean- 
er.®? While the importance of large-scale 
evaluation of psychopharmacologic agents 
cannot be minimized, the responses of the 
patients included in this study were out- 
standing enough to justify publication. 

Deaner (deanol) is described as a “psy- 
chic normalizer.” It is postulated that the 
CNS stimulant effect of Deaner may result 
from its conversion in the brain to acetyl- 
choline or some similar substance(1). Be- 
lieved to be a naturally occurring constitu- 
ent of the body, Deaner has been found to 
affect the electrical activity of the brain in 
man and animals, and to block conditioned- 
avoidance responses. Clinically, the drug 
has been reported to relieve mental de- 
pression and fatigue, to stimulate learning 
and to have an antischizophrenic effect. It 
has been reported to be free of toxic or 
serious side effects( 1-3). 

In the present series, Deaner was pre- 
scribed for 11 men and 11 women who were 
diagnostically categorized : psychoneurosis 
9, schizophrenic reaction 10, manic-depres- 


1159 Broad St., Middletown, Conn. 

2 Deaner,® the para-acetamidobenzoic acid salt of 
deanol (2-dimethylaminoethanol) was supplied by 
Riker Laboratories, Inc., Northridge, Calif. 


sive 2, and paranoid condition 1. Three of 
the psychoneurotics had a history of al- 
coholism. The essential complaints of this 
group were depression, fatigue, lack of 
energy, insomnia, anxiety and feelings of 
dejection. All patients were ambulatory, 
seen in private psychiatric practice, and 
were receiving individual psychotherapy. 

Deaner was prescribed without the pa- 
tients’ being advised of the nature of de- 
scribed action of the drug. The daily main- 
tenance dose ranged from 25 to 75 mg., 
being usually 50 mg. taken by mouth as a 
single dose before or after breakfast. In 
most patients, therapy had been continued 
for 3 months at the time of this report. In 
some cases Deaner was added to a regimen 
of an ataractic drug, such as Compazine, 
from which inadequate benefit was being 
derived. 

The results obtained in the 22 patients 
were classified as follows : symptom-free 2, 
greatly improved 1, improved 9, no effect 
6, worse 2, inconclusive 2. Signs of apparent 
overstimulation, such as increased anxiety 
and irritation, were the reasons for con- 
sidering the clinical picture worse in 2 
cases. Therapy was most effective in in- 
creasing alertness, awareness, spontaneity, 
energy and ability to concentrate. In some 
cases, headaches and depression were re- 
lieved. In the face of this improvement in 
mood and thought, there was, however, no 
impressive effect of Deaner on the deeper 
responses to psychotherapy. 

Side-effects reported in this series were 
few and mild. During the first few days of 
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administration several of the patients com- 
plained of diarrhoea, nausea, dryness of the 
mouth, or headaches. 

The most dramatic results were obtained 
in 4 patients suffering from schizophrenic 
reactions. 

SUMMARY 


Despite the small number of patients 
included in this study, certain clinical im- 
pressions were formed: Deaner appears 
to merit further study in those conditions 
where CNS stimulation is needed. Its free- 
dom from serious side-effects, and the 
dramatic response produced in some cases 


suggest that the drug is worthy of trial, 
especially in schizoid and schizophrenic pa- 
tients who have not responded to other 


therapies. 
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CORRESPONDENCE 


CHILDHOOD SCHIZOPHRENIA 


Editor, THe AMERICAN JOURNAL oF Psy- 
CHIATRY : 

Sir: The recent article, “The Misuse of 
the Diagnosis Childhood Schizophrenia”, 
by H. L. Mosse, M.D., demands clarifica- 
tion on many counts, since it clearly demon- 
strates a major problem confronting those 
working with emotionally disturbed chil- 
dren, ie., therapeutic over-identification 
with the child and consequent denial of 
reality. 

The studies of L. Bender and L. Tanner 
have unquestionably proven that there are 
types of schizophrenia which are continuing 
entities from childhood to adulthood. This 
cannot be ignored even by such an ob- 
viously well-meaning individual, whose 
main concern is over the use of mechanical 
therapies in childhood. Many of us do not 
favor these treatment methods, but we do 


not quote twenty year old references as our 
evidence. 

Not once in her paper does Dr. Mosse 
mention her criteria for diagnosing child- 
hood schizophrenia. Her case of “George” 
demonstrates, I believe, that absence of 
delusions and hallucinations is her method 
of ruling out the syndrome. If this is so, 
then she will indeed rarely see a schizo- 
phrenic child. 

I believe Dr. Mosse is “scientifically 
wrong” when she allows over-identification 
with her patients to becloud objectivity. 
Let her place less evidence on Mosaic tests 
and more upon the clinical appraisals and 
follow-ups involved. 


Edward G. Colbert, M.D., 
University of California 
School of Medicine. 


REPLY TO THE FOREGOING 


Editor, Tue AMERICAN JOURNAL oF Psy- 
CHIATRY : 

Sm: In view of the fact that Dr. Colbert 
does not present any. new data, I see no 
reason why I should not stand by my 
findings. I should like to add that since 
I presented my paper at the International 
Congress for Psychiatry in Ziirich in Sep- 
tember, 1957, my point of view has been 
supported by the following studies : 

1. Dr. Leo Kanner presented several 
papers in Ziirich where he stated that his 
“early infantile autism” is not childhood 
schizophrenia and has to be studied as a 
different condition. He also spoke before 
the European Union of Paedopsychiatrists 
on “Infantile Schizophrenia in Anglo-Saxon 
Countries” and emphasized that other dis- 
eases are not carefully sifted out so that a 
“clinical hodge-podge” results. 

2. The cases presented by Dr. Leo Eisen- 


berg of Johns Hopkins at the 35th annual 
meeting of the American Orthopsychiatric 
Association in New York on March 5, 1958, 
are evidently identical with cases I de- 
scribed in my paper. 

3. In the March, 1958 issue of The Jour- 
nal of Pediatrics (Vol. 52, No. 3, pp. 295- 
303) Kramer, Babkin and Spitzer published 
a paper on “Whirling as a Clinical Test in 
Childhood Schizophrenia”. Their study 
shows that the whirling response belongs 
to the “extent of the normal” I mention in 
my paper and can not be used in support 
of the maturational-lag-theory of childhood 
schizophrenia. My associates and I have 
studied many children committed to state 
hospitals at “childhood schizophrenia” 
where a positive whirling test had been 
considered one of the main symptoms. 

Hilde L. Mosse, M.D., 
New York, N. Y. 
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COMMENT 


DR. BLAIN : AN APPRECIATION 


In addition to the personal appreciation 
of Dr. Daniel Blain by President Harry 
Solomon published in the February 1958 
issue of this Journal it seemed appropriate 
to add a brief review of some of the major 
accomplishments of Dr. Blain and his col- 
leagues since they took office in February 
1948. Undoubtedly a large scale history 
needs to be written for a better perspective 
and informed comprehension of the events 
which have marked our transition from a 
small professional society with limited re- 
sponsibilities to a large national organiza- 
tion which can act for the membership on 
appropriate questions in a _ systematic, 
judicial manner and which is also a large 
holding and operating corporation. For the 
present we can view with justifiable pride 
a few of the activities which seem to have 
had a strong impact on our profession and 
its relations to other professions and the 
public since the days when we practically 
had only one annual meeting, one journal, 
and only the officers and the Council were 
available to act in response to public and 
professional needs. It now seems far away 
and long ago when in 1946, at war's end, 
when the Association, then numbering un- 
der 4,000 and with a budget of less than 
$60,000, took stock of itself and the future, 
and decided to implement plans long dis- 
cussed by various leaders to have a Central 
Office which would give the Association 
a stronger identity through an instrument 
to bring its opinions to its own members 
and to the public. In 1958, with a member- 
ship of over 10,000 and a budget approach- 
ing a million dollars, of which two-thirds 
is from earnings and grants and only 
one-third from dues, it seems unnecessary 
to recall the cogent arguments against 
this step. 

The Association was fortunate that its 
first Medical Director was imaginative as 
well as aggressive so that progress during 
the first decade has been accelerated far 
beyond the original expectations. Dr. Blain 
was able to convince both the Association 


and its officers of the value of numerous 
far-reaching enterprises and then was able 
to finance them by grants, loans, or self- 
supporting measures. The Association has 
thus gained a much more definitive identity 
in our own eyes and also in the eyes of the 
public to the enormous benefit of both. 

Dr. Blain brought about numerous media 
of communication within the Association 
and for the public as well. A list of publica- 
tions would exceed this article in length, 
but no one can overlook the fact that the 
News Letter with its convenient Mail 
Pouch, Mental Hospitals, Regional Re- 
search Conferences, Fact Sheets, and the 
Annual Meeting Summaries are a few of the 
more prominent ongoing institutions which 
make it easily possible for every member 
to be well informed in numerous fields. 
The functions now served by the Public 
Information Officer, Mr. Robert L. Robin- 
son, working with the Committee on 
Public Information, represent an outstand- 
ing job in helping members receive intel- 
ligent, sensitive interpretation from skilled 
science writers and other journalists not 
only at national or regional meetings but 
in the interim. When the Council or the 
Committees have authoritative professional 
statements to make, usually in answer to 
responsible inquiry, this Public Informa- 
tion Office can provide the means for 
wide and efficient distribution. Numerous 
conferences, seminars and assiduous com- 
mittee work have resulted in many dis- 
tinguished publications such as the reports 
of the Cornell Conferences on Psychiatric 
Education. 

The Medical Director has probably been 
a major factor, together with the creation 
of the District Branches and the Assembly, 
to democratize the Association, for they 
have enabled more members to participate 
actively and effectively in regional and 
national issues. Dr. Blain has indefatigably 
visited most of the 500 hospital or clinic 
units in the United States. He has enabled 
the psychiatrists who work so valiantly in 
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state hospitals against serious odds to 
again take a major part in the affairs of 
the Association. His personal site visits, 
in addition to his attendance at the meet- 
ings of the District Branches, the Divisional 
Meetings, the Mental Hospital Institutes, 
the annual meeting, the fall committee 
meetings, and the meeting of the Assembly, 
have provided ample opportunity for most 
active members to be influenced by the 
Medical Director in his efforts to improve 
the quality of psychiatric care for pa- 
tients. He has helped public hospital 
psychiatrists in their fight to improve 
budgets and public relations, recruit per- 
sonnel, and devise new techniques to solve 
old problems. Some of the landmarks of 
this campaign are improved standards for 
psychiatric hospitals, new operations for 
the Central Inspection Board, Hospital 
Administration Certification, Nomenclature 
of Mental Diseases, the Mental Hospital 
Services, assistance to the states in survey- 
ing mental health needs, prize awards, and 
the Mental Hospital Architecture Project. 
It seems probable that the early success 
of this office assisted in the relatively 
speedy acquisition of funds from members 
for a Washington, D. C. home. The Medical 
Director has initiated a program for the 
education of general practitioners in 
psychiatry. 

The development by the Central Office 
of a system for recording the minutes of 
all official meetings and careful editing and 
publication within two weeks in an easily 
readable format has been of crucial im- 
portance to our officers and the Council 


for the accurate and efficient conduct of 
Association business. The Membership 
Section of the office has been a great help 
to all in expediting essential routine 
business. 

It is incredible that Dr. Blain, in addition 
to the nationwide activities mentioned, has 
also been an ambassador of good will to 
many foreign countries. He has helped 
improve old friendships and opened new 
avenues for our participation with psy- 
chiatrists of other nations who have much 
to offer us and who are interested in our 
advances, His personal introduction can 
be a passport to American visitors. 

Even this necessarily incomplete account 
documents convincingly the tremendous 
importance and vitality of the Association 
and this office. The Association was indeed 
fortunate to have a leader who was able 
to conceive and execute so successfully a 
widely diverse series of important func- 
tions that will enable us to better fulfil 
our responsibilities to our national health 
and welfare, and also be of service to our 
foreign colleagues. Our histories may well 
record Dr. Blain as either “The Com- 
municator,” or “The Innovator,” to use the 
device he used in characterizing the work 
of past presidents in his summary speech 
in May 1958 at San Francisco. He has 
earned our admiration and gratitude by 
extraordinary abilities and much hard 
work. We wish him equal success in his 
new enterprise for developing the recruit- 
ment and distribution of personnel. 


Henry W. Brosin, M.D. 
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CHANGING ROLES OF HOSPITALS FOR 
PSYCHIATRIC TREATMENT 


Advances in medical science may be amaz- 
ing from time to time, but let these not be 
confined only to reports from laboratory, 
operating room or general hospital wards. 
Contemplation of clinical psychiatry fur- 
nishes food for thought and satisfaction to 
the therapeutically minded. In the last 15 
years the great increase in the number of 
young psychiatrists and the rapid improve- 
ment in the quality of their training is show- 
ing significant impact on treatment proced- 
ures for patients. Some observers of the 
clinical scene are ready to agree that thera- 
peutic skill in psychotherapy is now far more 
specific than is any dictionary definition of 
the term, and is peculiarly effective either 
with or without those ever satisfying aids 
in the management of patients known as 
somatic therapies. Whatever the degree of 
this may be, it does point the finger at sharp 
acceleration in the changing role of hospitals, 
both general and psychiatric in their recep- 
tion and treatment of psychiatric patients. 


Thirty or more years ago the psychiatric 
patient was brought to the hospital by the 
family just about as often as he was sent by 
a referring physician. Contacts with a psy- 
chiatrist as a consultant were occasional, but 
rarely did the psychiatrist follow the patient 
into the hospital since, in most instances, 


psychiatric hospitals furnished full-time 
medical, psychiatric, and nursing care. Hos- 
pitals were not too closely related to com- 
munity life, involved the family very little in 
the treatment situation, and rarely had much 
contact with the family doctor. After the pa- 
tient had been studied and given treatment in 
every way possible, when the time came to 
leave, the patient was literally handed out the 
door, disappeared into his home or his work 
with no follow-up by the hospital nor any 
particular contact with what medical care or 
program would be available henceforth. In 
other words, there was no integration with 
the background or family personal setting 
that may have contributed to the formation 
of the illness, nor was there planful, progres- 
sive reorganization of the post-hospital 
period except by those interested in the pa- 
tient, including the family doctor, who may 


have had little or no contact with the program 
carried on in the hospital. Today, however, 
psychiatric hospitals are beginning to estab- 
lish a different procedure. In some instances 
the majority of patients admitted are seen as 
regularly by their referring physician as they 
are by the full-time hospital staff. The con- 
sulting psychiatrist, or the doctor, leads the 
patient by the hand to the hospital, continues 
his relationship with the patient during the 
hospital treatment, and is involved in it. 
When the hospital period is completed the 
doctor leads his patient back home to work 
and family, and a continued therapeutic pro- 
gram based on what is fundamental in psy- 
chotherapy. 

This procedure illustrates what is termed 
“the longitudinal pattern in psychiatric ther- 
apy,” which should be considered a new im- 
portant theme in psychiatric medicine. 

If any consistent procedure, based on com- 
monly accepted psychotherapeutic principles, 
is developed in the near future, it means 
many hospitals must modify their policies. 
State and Federal Hospitals will have less 
“closed” medical staffs, and outside practic- 
ing psychiatrists will participate in the intra- 
mural program. This won’t be too difficult 
for the general hospitals, since such has been 
the traditional pattern on medical and sur- 
gical services. The problem of teaching or 
experience in psychiatry for the general prac- 
titioner still exists. Interest in psychothera- 
peutic and other psychiatric treatment often 
exceeds the skill in application which some- 
times proves to be embarrassing for both pa- 
tient and family doctor. Perhaps he may 
never be a skillful psychiatrist, but both he 
and the psychiatrist can benefit through more 
professional shoulder rubbing. 

The general practitioner is the first contact 
of the patient in the longitudinal pattern in 
therapy. He sees the patient as an individual 
—mentally and physically in his growth from 
childhood, in his school, in his church, in his 
club, in his family, and in his movement into 
adult life and mentally and physically in his 
loves and hates, desires, and frustrations, in 
his marriage and family, and in his progress 
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throughout life. The opportunities for medi- 
cal prevention are contained in all these areas. 
The success in handling mental and nervous 
illness depends upon the amount of preven- 
tion, the amount and quality of care and 
treatment, and the follow-through on the re- 
habilitative measures and further prevention 


that is so important in the life of the patient 
with a psychiatric disorder. 

All physicians place themselves in the posi- 
tion where they exist as therapists in full 
measure, if they work together, both inside 
and outside the hospital. 

L. 


RACISM 


This chapter of the pride of [the white] race is one of the strangest in the 
annals of the human Lilliput, one of the most grotesque antics of the all-important 
pigmy man. 


—GoLpwin SMITH 
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PRESIDENT’S PAGE 


It is hoped that the members of The 
American Psychiatric Association will al- 
ways show that true modesty which is 
truly becoming. However, they will wish, 
perhaps even pridefully, to make note of 
some occurrences of this year which are 
of considerable significance in our history. 
For the first time, the Executive Commit- 
tee of this very oldest of American medical 
associations of national scope met on 
June 28, 1958, in the first home that the 
Association has owned. The dedication 
ceremonies are to take place on October 31 
during the time of the meetings of all 
committees of The American Psychiatric 
Association in Washington with the princi- 
pal address being given by Mr. Arthur S. 
Flemming, Secretary, United States De- 
partment of Health, Education and Wel- 
fare. The first meeting of the Council is 
to be held in the new headquarters on 
November 21 and 22. Though pride may 
show in the announcement of these events 
as taking place in our own home, it seems 
perfectly compatible with true modesty 
that they should be made the subject of 
adequate record. 

At the meeting of the Executive Com- 
mittee on June 28, a resolution was adopted 
which should set us on the road toward a 
very important objective. The American 
Psychiatric Association, through its meet- 
ings, projects and publications, gathers 
and distills the scientific and professional 
contributions of ten thousand psychiatrists, 
—practitioners, teachers, investigators, and 
administrators. In its transactions the psy- 
chiatric thought of the day is best and 
most fully represented. This potentially 
valuable fund of knowledge and experience 


should be available for ready use in the 
public interest. There is at present no 
means to make it so. It is but rarely focused 
by the testimony of accredited spokesmen 
of the Association on the many particular 
projects proposed as being helpful in the 
treatment of patients. Still more rarely are 
the guiding principles by which projects 
should be judged enunciated with clear 
authority in an official way for the use of 
lay groups, the press, lawmakers, and ad- 
ministrators of public agencies. Instead, the 
ponouncements now accepted as evidence 
come from many persons and sources,— 
some of them well-informed, some ill-in- 
formed, some lacking the ability of critical 
judgment, some pressed forward more by 
expediency and feeling than by sound 
knowledge. The result is that too often, a 
premium is placed on claim and assertion, 
positively or facilely presented, rather than 
on carefully evaluated evidence. At the 
Executive Committee meeting of June 28 
the appointment of a Commission was 
authorized to consider finding means to 
remedy these conditions. It seems reason- 
able to suppose that the resources of The 
American Psychiatric Association can be 
made available for accomplishing the in- 
tended purposes. 'The Commission has been 
appointed. Its members are, Dr. Francis 
Braceland, Chairman, Dr. Leo Bartemeier, 
Dr. Daniel Blain, Dr. Addison Duval, Dr. 
Jack Ewalt, and Dr. Sam Wortis. Hope- 
fully, we shall look for some means to be 
provided under the aegis of our Associa- 
tion for presenting views on subjects psy- 
chiatric that will be both well-spoken and 
based on sound knowledge. 
Francis J. Gerry, M.D. 
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OFFICIAL REPORTS 


REPORT OF COORDINATING CHAIRMAN 
COMMITTEES ON COMMUNITY ASPECTS OF PSYCHIATRY 


The group of 10 committees of the APA 
which has been designated that on “Com- 
munity Aspects” covers a wide range of 
interests and activities. Only one of these, 
the Committee on Public Information, has 
continuous and direct service responsibili- 
ties in the APA ; you have seen evidences of 
its work in the Press room and other in- 
formational services here at the meeting. 
Incidentally, this committee pleads that 
each member of the Association be as 
helpful as possible in maintaining our 
cordial relations with the present reporters. 
This committee is also responsible for the 
volume of summaries of papers available at 
this meeting. Even while carrying this 
large service burden, however, this com- 
mittee produces new material of its own, 
the most notable recent piece being the 
glossary. This document has needed atten- 
tion during the last year to fill the frequent 
requests for translation into languages other 
than English. A new publication on Public 
Relations and Psychiatry is being worked 
on and there are awards determined, pro- 
gram planning done in collaboration with 
other professional and lay groups and many 
consultative services extended to authors. 
A movie is in production. I have singled out 
the Committee on Public Information to 
mention first in this report because I have 
been deeply impressed with the really 
enormous load of work, both more or less 
routine and also creative, this group does 
for all of us in the APA. 

The Committee on Religion and Psychi- 
atry is petitioning Council to be advanced 
from ad hoc to Standing Committee status 
this year. Its work has perforce been di- 
rected at finding its place in the field and 
to do this has prepared a file of material 
and resources. Standard setting, a time- 
honored function of our organization, has 
found its place in this group’s work as it 
attempts to define the qualifications for 
hospital chaplains. 

There are three committees in the gener- 
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al area of collaboration with government 
agencies, though this is not their exclusive 
field as will be noted by the title of the 
first to be discussed, that on Disaster and 
Civil Defense. This group earlier produced 
the extremely useful pamphlet with which 
you are all familiar. The committee is now 
concerning itself with the fact that sur- 
prisingly few mental hospitals are involved 
in civil defense planning. The committee 
will undoubtedly be urging that we psy- 
chiatrists look more carefully at our civic 
responsibilities in this area, as well as 
bringing the resources of the hospitals to 
the attention of civil defense authorities. 
The Committee on National Defense has 
been consulted by the services about psy- 
chiatric services within Medicare. Some of 
the congratulations due for the inclusion 
of these services in the plan (though not 
yet by law) is due to this committee. The 
schedule of proportionate values for dif- 
ferent psychiatric services was worked out 
by this committee and, after further study, 
endorsed by Council. This was reported 
in detail to assembly of District Branches 
Monday May 12. The Civil Aeronautics 
Authority has requested consultation of 
this committee regarding the setting of 
standards for medical examination of the 
approximately 200,000 civilian pilots in the 
country. The group is working on this dur- 
ing the present meeting. The last commit- 
tee of this sub-group is that on Veterans. 
Its primary concerns this year have been 
two, the study of a series of cases of psy- 
chiatrists who have left VA employment 
to determine the causes and possible cor- 
rections so that losses might be reduced 
and, secondly, a study of the operation of 
the Career Residency plans. 

Other committees have also, of course, 
collaborated with governmental agencies or 
have attempted to stimulate action in them. 
The Committee on Academic Education 
has urged the formation of an information 
center on scientific material regarding 
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youth. Although unsuccessful in this, a 
wedge has been driven that may yet pro- 
duce results. This committee has also col- 
laborated with the American Council of 
Education in the distribution of informa- 
tional material. The Committee on Leisure 
Time Activities has been most successful 
in establishing collaborative counterparts 
for itself in District Branches, a project 
many might emulate to good advantage. 
Bibliographies on the relation of use of 
leisure time to psychiatric interests are 
being prepared, as well as film lists. An 
informational pamphlet is near completion. 
Leisure time activities in youth are being 
considered as related to delinquency. Use 
of leisure in retirement is being studied. 
There are other things this committee is 
developing, but the list here gives a notion 
of the scope and volume of its work. 

The Committee on Industrial Psychiatry 
has a tradition of intensive educational 
programs which have continued. It pre- 
pared a manual on supervisory relation- 
ships and has collaborated with the new 
joint AMA committee, which is a sub-group 
of the Council on Mental Health and In- 
dustrial Health. The exhibit on Mental 
Health in Industry is being revised. 

The Preventive Psychiatry Committee is 
working on bibliographies of materials use- 
ful to the public for various developmental 
epochs. This difficult task of listing and 
culling has been the principal work this 


year, and some parts are nearing comple- 
tion. 

The Committee on International Rela- 
tions will carry its usual service function of 
providing hospitality to our foreign guests 
at the meeting, a function its members feel 
we should think about more. Those 
of us who have opportunity to travel can 
attest to the extreme kindness we are shown 
when visiting our colleagues abroad. We 
are so scattered here that when there is the 
opportunity to make this gesture as an 
Association to a group of colleagues from 
abroad, it seems the chance should cer- 
tainly be accepted most gratefully. This 
committee has been concerned with what 
the profession might do to advance world 
peace. It has also worked on proposals to 
make translations of current and historically 
important psychiatric literature. 

In summary, your Committees on the 
Community Aspects of Psychiatry has been 
active in many directions. They are in 
collaboration with many different profes- 
sional and lay groups, contributing our 
insights to the interests of others and learn- 
ing from others helpful ideas we can use 
to enrich our own thinking. The group 
carries service obligations, grasps educa- 
tional opportunities and when appropriate, 
does creative work in the various fields of 
interest. 

Paut V. Lemxavu, M. D. 
Chairman 


UTOPIA 


In the Twentieth Century war will be dead, the scaffold will be dead, hatred will be 
dead, frontier boundaries will be dead, dogmas will be dead; man will live. He will pos- 
sess something higher than all these—a great country, the whole earth, and a great hope, 


the whole heaven. 


—Vicror Huco 
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NEWS AND NOTES 


SouTHERN PsycuiaTric AssociaTION AN- 
NUAL MeetinG.—The annual meeting of the 
Southern Psychiatric Association will be 
held Oct. 5, 6, and 7, at the Andrew Jack- 
son Hotel, Nashville, Tenn. President 
Frank H. Luton, M.D., of Nashville, Tenn. 
will preside and the incoming president 
will be Dr. Joseph L. Knapp, Dallas, Tex. 
Clinical and research subjects of con- 
temporary interest will be discussed by 
members of the Southern Psychiatric As- 
sociation and in addition a number of emi- 
nent psychiatrists from the North will also 
participate. 

EAsTERN PsycuiaTric Associa- 
TION ANNUAL Meetinc.—The Associa- 
tion will hold its 3rd annual meeting 
October 23, 24, 25, 1958, at the Brooklyn 
State Hospital, Clarkson and Albany Aves., 
Brooklyn, with the cooperation of the Inst. 
of Psychiatric Treatment, Boston, Mass. 
The first two sessions on the 23rd and 24th 
will be held at the Brooklyn State Hosp. 
and the third session will be held at the 
Waldorf Astoria Hotel on the 25th. At the 
conclusion of a varied program on research 
and clinical subjects three prize awards 
will be presented by Dr. David J. Im- 
pastato, one of $100 for the best paper 
delivered during the year 1957-58 before 
the Association, and donated by the As- 
sociation, and two for papers presented at 
the current meeting—The Inst. of Psy- 
chiatric Treatment of Boston, Mass. prize 
of $100. for the best paper given during 
the first day of the meeting and the R. 
Thornton Wilson Prize of $1000 for the 
best paper on preventive and genetic psy- 
chiatry given during the meeting. 


State Psycuiatric INstiruTe.— 
Dr. Lester H. Rudy, present superintendent 
of Galesburg State Research Hospital, has 
been appointed superintendent of the new 
Illinois State Psychiatric Institute in Chi- 
cago. It is expected that this Institute will 
be completed early in 1959. 

Dr. Percival Bailey will be director of 


research and Dr. Jules Masserman director 
of education. 
Dr. Thomas Tourlentes succeeds Dr. 


Rudy as superintendent of Galesburg State 
Research Hospital. 


Unrrep CeresraL Patsy RESEARCH AND 
EpucatTionaAL Founpation,  Inc.—The 
Foundation announces three new training 
programs beginning with 1959: 1. Post- 
doctoral Fellowships in Brain Research ; 
2. Clinical Fellowships in Cerebral Palsy 
for Physicians and Dentists; 3. Medical 
Student Fellowships in Cerebral Palsy. In- 
quiries may be directed to: Director of 
Research, United Cerebral Palsy Research 
and Educational Foundation, 321 West 
44th Street, New York 36, N. Y. 


Dr. Suacass Gores To State UNIversiry, 
Iowa.—Dr. C. Shagass, Director of the 
Laboratory of Electrophysiology in the 
Allan Memorial Institute of Psychiatry, and 
Assistant Professor of Psychiatry, McGill 
University, has been appointed Associate 
Professor of Psychiatry in the College of 
Medicine, State University of Iowa, and a 
staff member of the Psychopathic Hospital. 

It is expected that Dr. Shagass will play 
an important role in the expanding program 
of psychiatric research and teaching which 
has been undertaken by the Iowa Depart- 
ment of Psychiatry. 


SouTHERN REGIONAL EpucatTion Boarp.— 
Dr. Cyril J. Ruilmann, Director of Mental 
Health and Hospitals Board for Texas State 
Hospitals and Special Schools, has been 
elected chairman of the Southern Regional 
Council on Mental Health Training and 
Research, for 1958-59. State Senator J. R. 
Hall, of Miami, Oklahoma, was elected 
vice-chairman. 

Miss Annie Laurie Crawford, psychiatric 
nurse consultant, State Board of Health, 
Florida, Dr. Hiram W. Davis, Commis- 
sioner, Department of Mental Hygiene and 
Hospitals, Virginia, and Dr. John Seeley, 
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director of research, Alcoholism Research 
Foundation, Canada, will also serve on the 
Council’s Executive Committee for 1958-59. 


Dr. Garser Retmes.—On July 1 of this 
year Dr. Robert S. Garber, Medical Di- 
rector of the New Jersey Neuro-Psychiatric 
Institute, retired from State service, after 
devoting 20 years of his professional career 
to the mental hospital field. He plans to 
enter private practice in neurology and psy- 
chiatry in association with Dr. J. B. Sprad- 
ley of Trenton. He will also serve as medical 
director at The Carrier Clinic, a private 
80-bed psychiatric facility, in Belle Mead, 
N. J., on a part-time basis. 

Approximately 300 persons attended a 
testimonial dinner given in Dr. Garber’s 
honor by the employees of the New Jersey 
Neuro-Psychiatric Institute on the evening 
of June 27. 


INTERNATIONAL SEMINARS ON MENTAL 
Hea.tu.—The Postgraduate Center for Psy- 
chotherapy, 218 East 70th Street, New York 
21, N. Y., will present the second series of 
international seminars in October 1958. 
These seminars are conducted at the Post- 
graduate Center and at various points in 
the U.S.A., and are addressed by distin- 
guished scientists from abroad. 

Dr. Konrad Z. Lorenz, director of the 
Max Planck Institute of Westphalia, Ger- 
many, will speak on his recent findings in 
the field of ethology at the New York Aca- 
demy of Medicine, October 10 at 8:30 p.m. 

Further seminars will be held in Prince- 
ton, N. J., October 12-15, 1958 ; Yale Uni- 
versity School of Medicine, October 16, 
1958 ; VA Hospital, Downey, IIl., October 
20, 1958 ; Menninger Foundation, Topeka, 
Kan., October 21-24, 1958; American Mu- 
seum of Natural History, New York City, 
October 30, 1958. A special conference will 
be held October 26, 1958, at the Post- 
graduate Center, New York City, by in- 
vitation. 


New BrocrapHicaL Dimecrory OF THE 
APA—The professional backgrounds and 
full biographical details of some 10,000 
psychiatrists are currently available to the 
public with the publication in August, 


1958, of the new Biographical Directory of 
the American Psychiatric Association. 

The Directory, which is almost 50% 
larger than the last edition published in 
1950, includes all members of the APA. 
Alphabetically arranged with a geographic 
index, it offers in each biographical sketch 
such information as: medical and other 
Doctor’s or Master's degrees ; internships ; 
residency training ; post graduate training ; 
State licenses; certification; professional 
experience, including consulting or attend- 
ing affiliations, major research and private 
practice ; academic appointments ; profes- 
sional memberships; military record ; 
books and articles published, as well as full 
name and address, and date and place of 
birth. Other information includes the story 
of the development of the APA, its constitu- 
tion and by-laws, and a complete list of 
officers. 

The Directory is published, in coopera- 
tion with the APA, by R. R. Bowker Co., 
62 W. 45th St., New York 36, from whom 
it may be purchased at $25.00 postpaid. 


A Psycmatric Hosprrau In FInLanp.— 
In a letter from M. Olga Weiss, R.N., As- 
sociate Editor of Nursing Outlook, occurs 
the following passage : 

During my vacation I took the oppor- 
tunity to visit some hospitals in Europe 
and was particularly impressed with a 
beautifully run and democratic little psy- 
chiatric hospital in Finland. The adminis- 
trative staff, and particularly the director 
of nurses, had the really sound idea that a 
hospital for a disturbed person should be 
as warm and friendly and homelike as 
possible, and the nursing director is a 
collector of art objects. As a result, in every 
patient’s room, in the corridors, and in the 
dining rooms were some truly lovely paint- 
ings, statuary, and wall hangings. I found 
that among other things were some early 
Italian madonnas and other really valuable 
bits of art. Certainly, patients could not 
help but get well in such lovely surround- 
ings, and it was so much taken for granted 
there that I was really impressed. When I 
mentioned this to some of our editors, one 
of them said, “Well, you know here, we 
give lip service to doing this kind of thing 
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but apparently over there that’s what they 
actually do without giving it any thought.” 
Certainly, should you have the opportunity 
to go to Finland, I would recommend your 
visiting this charming little hospital in 
Kellokoski. 


ACADEMY OF PsycHOSOMATIC MEDICINE. 
—The theme of the 5th annual meeting of 
The Academy of Psychosomatic Medicine, 
to be held at the Park Sheraton Hotel, New 
York City, October 9-11, 1958, is “The 
Psychosomatic Aspects of Internal Medi- 
cine.” 

Some of the topics to be discussed in 
the papers, symposia and luncheon panels 
are: Emotional Factors in Cardiovascular 
Disease; Pseudoallergic Schizophrenia ; 
Recognition and Management of the 
Borderline Psychotic; Mental Health and 
the General Physician; Family Diagnosis 
in Emotional Disorders of Old Age ; Group 
Treatment of Obesity ; Emotional Aspects 
of Somatic Disease and Disability; De- 
pression and Psychophysiologic Disease, 
and The New Psychotherapeutic Drugs— 
Their Use and Misuse. 

For further information write Bertram 
B. Moss, M.D., the Academy of Psychoso- 
matic Medicine, 55 E. Washington, Suite 
1035, Chicago 2, Ill. 


Tutane Untversrry LeEcTURESHIP IN 
Psycuiatry.—Tulane University an- 
nounces the creation of a lectureship in 
social psychiatry jointly sponsored by the 
department cf psychiatry and neurology 
and the department of sociology and an- 
thropology and supported by the Mona 
Bronfman Sheckman Foundation. Dr. 
John Spiegel, the first speaker in this 
annual series of lectures, will discuss “The 
Structure and Function of Social Roles in 
the Doctor-Patient Relationship.” His 
presentation is scheduled for Thursday, 
October 23, through Saturday, October 25, 
1958, 

The guest lecturers will be alternately 
a social scientist and a psychiatrist. The 


lectures will be published in monograph 
series. For further information contact the 
Program Co-chairmen, Dr. Harold I. Lief or 
Professor Forrest LaViolette, Tulane Uni- 
versity, New Orleans 12, La. 


D. G. McKerracuer, M.D., 
To Wortp Heattu Bopy.—Dr. D. G. Mc- 
Kerracher, professor and head of the psy- 
chiatry department, University of Sas- 
katchewan, has been appointed to the 
expert advisor panel on mental health of 
the World Health Organization. He will 
serve for 5 years. Dr. McKerracher was 
formerly director of psychiatric services 
in the Saskatchewan Department of Public 
Health. 


New PvuBLICATION FOR PsyCHIATRIC AIDEs. 
—The National League for Nursing has 
published the first issue of The Corres- 
pendent, a newsletter for psychiatric aides, 
attendants, technicians and _ practical 
nurses. Comments, suggestions, and arti- 
cles on ideas for the improvement of pa- 
tient care are welcomed. 

For further details write The Corres- 
pondent. National League for Nursing, 2 
Park Avenue, New York 16, N. Y. 


Correction.—In the list of hospitals ap- 
proved and conditionally approved by the 
Central Inspection Board of the APA ap- 
pearing in the August 1958 issue of the 
Journal the Ingleside Hospital, Cleveland, 
Ohio, was entered as conditionally ap- 
proved. It should have been entered as 
fully approved. 

Dr. Max Fink of the Hillside Hospital 
reports that the A. E. Bennett Neuropsy- 
chiatric Research Foundation Award an- 
nounced in the August issue of the Journal 
as having been awarded to him was shared 
by Drs. B. Zileli, A. DiMascio, L. Boling 
and A. Goldfein of the Massachusetts 
Mental Health Center for their work on 
blood catecholamine response in convul- 
sive therapy. 
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Tue Human Brain. By A. M., Lassek, M.D., 
Ph. D. (Springfield, Ill.: Charles C Thomas, 
1957, PP. 242, $4.75.) 


In charity to both the author and publisher this 
book should, perhaps, not be reviewed at all, for it 
is one of the most unfortunate performances which 
it has ever been my lot to encounter. The book is 
allegedly about the human brain, but there is very 
little indeed about the human brain in it, for it 
turns out to be a bolus of the author’s undigested 
conjectures and reflections, based on reading in 
which such authorities as Time and The National 
Geographic play a not inconspicuous role cheek 
by jowl with the most conspicuous lacunae imagi- 
nable. The book is apparently written for popu- 
lar consumption, but I would venture to say that 
virtually any man on the street could, with less 
trouble than it would take him to read this book, 
come up with conjectures and speculations at least 
as uninteresting as those which the author pro- 
vides. The astonishing thing is that such a book 
should have found a publisher, for it is full of 
errors, and misleading interpretations of the evi- 
dence on an innumerable number of matters. The 
author is a professor of anatomy at Boston Uni- 
versity and has written on neuroanatomy. In the 
present volume he writes on the cultural evolution 
of humanity, I fear, with about as equal ability as 
an authority on cultural evolution might write on 
the anatomy of the pyramidal tract. Without quot- 
ing even a sample, I would say that there are on 
every page of this book substantial errors of fact 
or of interpretation. This would do no great harm 
were the errors limited to matters of historic or 
prehistoric interest, but passages such as the fol- 
lowing are really unpardonably irresponsible: 

“By comparison with more modern man, the men- 
tality of the savage Eskimo is weakly developed. 
He can think only in terms of the concrete rather 
than the abstract. Although his mind is vivid and 
imaginative, it is entirely visual. He is, therefore, 
incapable of synthesizing and mingling ideas into 
a coherent pattern. His thinking-span may aver- 
age no longer than twenty minutes and his memory 
is poor. There are some things he is incapable of 
explaining, even about himself. He does not seem 
to be able to reason things out to a logical con- 
clusion but rather broods on them so that a seri- 
ous psychological problem can become a torture 
to him an: an cbsession. Apparently, only one 
thought can lodge in an Eskimo’s brain at a time; 
there may be some advantage to this characteristic 
since he can then converge all of his mental energy 
on it alone. 

“Emphasizing these traits, is the method that 
the primitive of the far north uses for counting. 
It is very simple, by means of the fingers and toes. 
Enumerating by twenties is performed by adding 
men, meaning all the digits possessed by one human. 
It is possible that the typical Eskimo tries to avoid 


BOOK REVIEWS 


too much thinking because he innately feels that it 
keeps him awake, disturbs his digestion and makes 
him dour. He actually can be insulted if credited 
with thought!” 

The book is full of such astonishing passages. 
It has an oddly cranky flavor. It represents a great 
mistake. 

Asuiey Montacu, Pu. D., 
Princeton, N. J. 


A Tuerapy ror ANxreETY TENSION REACTIONS. 
By G. B. Haugen, M. D., H. H. Dixon, 
M. D. and H. A. Dickel, M. D. (New York : 
Macmillan, 1958. pp. 110. $3.50.) 


“Exploration into the reasons a patient be- 
came tense is a waste of time.” That is what the 
authors say right on page 41. Doctors Haugen, 
Dixon and Dickel are hostile to conventional 
psychotherapy, pychoanalytic or otherwise. 
They prefer to teach the patient to relax, using 
Jacobsen’s methods. They firmly reject stand- 
ard patient-participating psychotherapy. “Any 
therapy that requires extensive mental par- 
ticipation by the patient is carried out 
under a severe handicap.” They do not believe 
that “tranference” occurs, since the three 
authors can exchange patients without disturb- 
ing the therapy. They charge that “the physi- 
cian who allows the patient to ventilate does 
so largely because he (the M.D.) is baffled.” 
It sounds incredible, but they actually don’t 
want the patient to think that his own (i.e. 
the patient’s) ideas have any validity: “We, 
not the patient run the show . . . If we allow 
him free rein to tell us what he thinks is 
important and how he thinks it all began, we 
are wasting our time . . . and allowing him to 
assume that his ideas on the subject have im- 
portance and validity.” : 

The authors allege that the person who over- 
reacts to stress does so because of the way his 
body is constructed. They think that the 
peripheral muscular tension comes first and 
that this causes the anxiety. They believe that 
if the patient can relax his peripheral muscles, 
the anxiety will disappear. Another example 
of the authors’ reasoning: “We have made 
little mention of obsessions or compulsions. 
We have ceased to pay much attention to 
them. We see them merely as incident to the 
tension reaction, requiring no more attention 
than does the tachycardia.” 

By now you should get the idea. Curiously, 
though, the authors say that their relaxation 
technic is psychotherapy—and it is detailed in 
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the chapter of their book entitled “psycho- 
therapy.” It is, apparently, a kind of anti- 
psychotherapy psychotherapy. 
Henry A. Davinson, M. D., 
Cedar Grove, N. J. 


Ranks. By Elaine Cumming and John 
Cumming. (Cambridge, Mass.: Harvard Uni- 
versity Press, pp. 192, $3.50.) 


The authors of this book are a husband and wife 
‘team who seem to have collaborated well: the book 
is well integrated. They describe their book as an 
experiment in mental health education, a concen- 
trated yet unsuccessful effort to change attitudes 
toward mental illness and the mentally ill in a small 
Canadian community. It would seem probable that 
a similar outcome would have resulted in any simi- 
lar community elsewhere with the notable excep- 
tion of certain therapeutically oriented communities 
in Europe. The book is well organized on a de- 
scriptive psychological and sociological basis but a 
dynamic formulation is not particularly evidenced. 
Although the results seem predictable, the efforts 
were not wasted. The authors verify the familiar 
difference in orientation between lay people and 
professional workers as to what constitutes mental 
illness and what can be done about it. 

One small community was used as a control and 
the other observed before and after an extensive 
educational effort through various media. The au- 
thors note that although there was a considerable 
difference in toleration toward the mentally ill 
among varying segments of the population, their 
program had no appreciable effect on the degree of 
toleration. On the other hand their attempt to 
modify attitudes resulted in anxiety that often took 
the form of hostility on the part of the individual 
and the community. It is inevitable that such a 
program would evoke latent feelings of guilt and 
attendant anxiety. 

It was felt by the authors that the working prin- 
ciples employed in their mental health education 
may be inadequate and rest on false assumptions. 
There may be a tendency to overlook the positive 
social functions performed by so-called, “bad,” 
community attitudes toward mental illness and to 
disregard these when trying to understand and help 
the mentally ill. 

The work is well documented with an extensive 
bibliography, the various scales used, detailed ex- 
amples of the forms used in interviews. There are 
also elaborate tables on the analysis of results. The 
entire format makes for easy reading. 

It seems doubtful that any significant change in 
attitude toward others can be achieved without a 
concurrent change in the individual’s attitude toward 
himself. Such a program even on a small scale 
would demand a gargantuan effort. It might be 
possible to approach such a program with more em- 
phasis on the educational efforts in the schools be- 
fore there is too much rigidity of attitudes. It can 
not be easy to change man’s inhumanity to man 


which is so well exemplified in the usual attitude 
toward the mentally ill. 
Lzeonarp M. Dus, M.D., 
Washington, D. C. 


Unsetttep Cumpren ANp Famuuies. By 
D. H. Stott, Ph.D. (New York: Philosophi- 
cal Library, 1957, pp. 240, $6.00.) 


This is a familiar kind of book that might be 
characterized as “one man’s opinion.” The author 
states in the foreword, “A family is a good one 
when the child can take its permanency and his 
membership of it completely for granted.” It is 
doubtful whether even a new-born child can expect 
unreserved acceptance. Nevertheless this is the 
author’s theme and he lists 12 types of family situa- 
tion that he believes cause unsettled children. At 
least this classification unsettled children is some- 
what original. “I have made bold to classify the 
sorts of family situations which are liable to pro- 
duce delinquent or other unsettled children.” 

He goes on to say, “My fundamental theoretical 
conception is that of the human being striving to 
maintain certain relationships with the world 
around him. The efforts made to re-establish cer- 
tain relationships when they no longer exist, or to 
make the best of things when this is impossible, 
are seen as standard and instinctive reactions.” No 
one can take issue with this but it does not go far 
enough. The inner world of the child is totally 
ignored. The author even says “Nine-tenths of our 
family troubles and of unsettledness to which they 
give rise can, I believe, be cleared up without psy- 
chiatric intervention. To have one’s private psy- 
chiatrist, official or unofficial is socially unhealthy. 
The idea of the ‘unconscious’ has a mystical almost 
occult appeal to those captivated by it, nothing else 
seems fundamental.” In further referring to this 
subject, “Repressions, or as I prefer to call it, 
avoidances, are rather the result than the cause of 
their emotional troubles. A parent who feels that 
he or she has been rather hard on the child will 
show compensatory kindness, the child who has 
been naughty will want forgiveness and may try to 
regain favour by being specially good and may 
help the parent with odd jobs. These are called 
guilt feelings by some psychologists but I think 
they are more accurately and usefully described as 
elementary reactions by which each member makes 
sure of his or her place in the group.” The author 
is unsympathetic to the point of ridicule in regard 
to psychological testing. “The intelligence test has 
become like the bottle of medicine which the 
patient expects to take away from the doctor’s sur- 
gery, it seems to justify the psychologist’s existence 
and has become the peculiar rite of his craft 
mystery.” He substitutes most rigidly his own 
orientation of family standardization. All who deal 
with unsettled children have seen the type that 
seems to invite rejection. This takes the form of 
repudiation, retaliation and rejection by alternately 
the child and the parent in a vicious cycle. The 
author includes detailed case histories, but takes 
no cognizance of problems in terms of ages. Chil- 
dren show some differences in behavior during 
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infancy, childhood and adolescence independent of 
their particular family. 

The book and background are English, but any 
seeming differences in types show apparent rather 
than real differences from the types with which 
we are familiar. Interpersonal relations are so com- 
plex that they cannot be understood if examined 
in the rigid context of family relatedness alone. 
There are orientations other than psychiatric for 
dealing with unsettled children. No matter what 
they be it would seem that they have to recognize 
the abilities, disabilities and potentialities of each 
individual concerned although the child is the main 
concern. It might be possible to conclude that suc- 
cess in dealing with children is more dependent on 
the personality of the therapist than the orienta- 
tion he utilizes. 

Leonarp M. Dus, M. D., 
Washington, D. C. 


PercerTanatysis. By Zygmunt A. Piotrowski. 
(New York: Macmillan, 1957, pp. 474 
$6.75.) 


This is a complete exposition of the 
Rorschach method of personality investigation, 
written in a terse, lucid, eminently readable 
style. 

As several such expositions are already in 
print, one might question the value of adding 
to their number. But this book is written by 
one of the acknowledged masters of the 
method, a man of vast experience who is able 
to bring many new insights and principles to 
bear on his subject. Dr. Piotrowski covers the 
subject all the way from giving a brief history 
of interest in inkblots even before Rorschach, 
through Rorschach’s own contributions, and 
then he goes on to discuss the administration, 
scoring, and interpretation of the Rorschach 
test, many times simply elaborating accepted 
principles, but often introducing modifications 
and stipulations of his own. 

This is a book for experienced Rorschach 
workers. It would probably have little meaning 
to those who have not used the test widely. 
Psychologists (as well as psychiatrists) will 
have undoubtedly varying reactions to it. It 
is this reviewer's feelings that while the text 
is remarkably clear, systematized, and logical, 
the author appears too anxious to make the 
test into not simply a scientific, but actually 
a mechanical, instrument. As he states, “one of 
my main goals was to contribute to the process 
of tidying up and tightening perceptanalysis 
as a scientific procedure. When this process 
will have been completed one day, we shall be 
able to feed the Rorschach data, scored, classi- 
fied, and counted according to objective rules, 
into a machine which will take the drudgery 
out of thinking consistently in terms of many 


variables and which will make the interpreta- 
tion of the scored test data perfectly reliable.” 
It is this reviewer's impression that the book 
constitutes a valuable new contribution, not 
particularly revolutionary and undoubtedly 
too critical of the value of intuition in psycho- 
logical evaluation, but admirable and excellent 
in its logical consistency. 
Hans A. M. D., 
Los Angeles, Calif. 


RECOVERY FROM SCHIZOPHRENIA. THE ROLAND 
MetHop. By John Eisele Davis, Sc.D. 
(Springfield, Ill.: Charles C Thomas, 1957.) 


The author of this book has been hitherto known 
for his contributions to the subject of physical 
therapy applied to mental cases, but here describes 
a form of treatment originated by one different 
from himself, namely, Paul Roland, therapist, of 
whom a brief account is given as an addendum to 
this volume. 

The Introduction gives the Scope of the Problem 
of Presentation, and is followed by chapters titled: 
The Problem of Chronicity, Organization of Special 
Treatment and Research Clinics, Historical Evolu- 
tion, Characterization of the Method, Corrective 
Therapy, Educational Therapy, The Downey Eval- 
uation, Widening Scope of Method, Addendum, 
References, and Additional Bibliography. 

It is emphasized that each patient must be treated 
individually and the approach must be varied to 
suit the case. Some of the objectives may be: 
1. Improving or restoring knowledge and skills. 
2. Socializing or resocializing. 3. Restoring use of 
fingers, hands, arms, and organs of speech. 4. Modi- 
fying attitudes. Measures for the attainment of 
all these objectives are fully given in considerable 
detail. In fact, this is a very “meaty” book which 
must be read to be properly appreciated. 

As to the success attained by the Roland Method, 
it is found that chronic cases may be restored to 
their homes, to the community, or to become useful 
members of the hospital personnel. A report is 
given of the results of the treatment at the Chilli- 
cothe State Hospital which is of considerable in- 
terest. 

Undoubtedly this book should be read by every 
psychiatrist and the principles given for applying 
the Roland Method should be put in service in all 
hospitals for mental patients. 

With the present tendency to diagnose the mental 
patient as schizophrenic, and the same tendency to 
send such patients to state mental hospitals, any 
measures to prevent overcrowding should be used. 

W. R. D. 


Srutrerinc: A PsycHopYNAMIC APPROACH TO Its 
UNDERSTANDING AND TREATMENT. By Domi- 
nick A. Barbara M.D. (New York: The 
Julian Press Inc., pp. 304. $5.00.) 

In his preface, Barbara states that his book had 
grown out of two fundamental sources; his own 


personal experiences as a stutterer, and the years 
he had spent treating those afflicted with this speech 
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disorder. Those who have worked with stutterers 
will readily recognize that his approach to the prob- 
lem of stuttering reflects his acute ability to see the 
problem from the ‘inside out’, as well as his keen 
analytical perceptions which have emanated from 
his work experience. There has been a need for 
such a book for a long time; in fact, no other of 
this calibre or kind exists, to this writer’s awareness. 
Barbara has left behind those who continue to con- 
sider stuttering in a static, ‘speech’ manner, and he 
has given it the dynamic interpretation that prob- 
lems based in the psyche of the individual must re- 
ceive. Too many writers on stuttering have given 
lip service only to its emotional components. Bar- 
bara has striven to unmask the nature of the core of 
non-fluent communication, called stuttering. 
Barbara’s definition of stuttering is as follows: 
“Stuttering . . . is an outward expression of anx- 
iety in conflict, secondary to faulty personality de- 
velopment, and which expresses itself specifically 
and implicitly in the speaking situation.” With a 
Karen Horney orientation, he goes into a detailed 
account of the stutterer’s personality structure, out- 
lining the nature of the sources of conflict. It is his 
contention that the stutterer’s ‘idealized image’ can 
generally be described in terms of what he calls the 
“Demosthenes Complex,” the viewing of self in the 
role of flawless orator. In Barbara’s words, “he 
becomes blinded by the compulsive need to have to 
prove himself, to become his Demosthenes image of 
himself. From these impossible heights he is bound 
to be hurt and in his fall down to earth and to more 
solid ground he will experience terror, self-contempt 
and misery.” In other words, the stutterer is not 
willing to face and accept himself in realistic terms 
for the person that he is today. Rather, he envi- 
sions himself constantly in the role of fluent, omni- 
potent maker of speeches, and whenever he does not 
function in accordance with this ideal which is al- 
most always, more anxiety is engendered. He oper- 
ates with neurotic claims ; i.e. because of his suffer- 
ing, he believes that he is entitled to happiness, con- 
sideration, understanding, and special privileges. In 
addition, Barbara recognizes that the stutterer is 
plagued by what he calls ‘the tyranny of the should,’ 
namely, that he should be the essence of goodness, 
courage, dignity, generosity, understanding ; that he 
should be completely self-sufficient, in control of his 
feelings at all times, never fail, be able to meet and 
solve all difficulties. We thus see that his ‘Demos- 
thenes Complex’, his neurotic claims, and his com- 
pulsions to appear the epitome of all that is good 
and perfect pull him in different directions at the 
same time, making for uncontrollable anxieties and 
greater difficulties in meeting and communicating 
with his external environment. According to the 
author, the only kind of therapy that can save the 
stutterer is that which is oriented to lead him to- 
ward self-realization, rather than allowing him to 
grope with his aims toward self-glorification or 
self-idealization; namely, a therapy that will help 
him see that he is a human being among other im- 
perfect beings, and that he possesses resources 
which, in times of crisis, he can learn to rely on. 
Furthermore, Barbara states, the stutterer to prove 


his self worth and ultimately achieve happiness, 
must come to realize that he has potentials that 
have heretofore never been seriously considered. 

Barbara believes that stuttering is primarily a 
personality problem. But he does not fall into the 
all too frequent trap of departmentalizing personal- 
ity and then evaluating categorically the nature of 
symptoms. He perceives the stutterer in an holistic 
manner, and states that his problem is essentially 
not one comprised of neurotic conflicts, tensions 
and speech difficulties, but rather, is one of faulty 
communication. He contends that in a total sense 
the stutterer has trouble communicating with his 
external environment, and in effect, has difficulty 
establishing proper communication with himself, 
has alienated himself from himself, making proper 
intrapsychic adjustment virtually an impossibility. 
In the author’s words, the stutterer “does not feel 
himself as a human being with his own feelings, 
wishes, thoughts and desires. He is robbed of most 
spontaneity. He has little or no initiative. In place 
of any real and alive feelings, he is a harried slave 
to compulsive and relentless drives.” Therapists 
who have worked with stutterers on a psychothera- 
peutic level will probably agree with Barbara that 
the stutterer as a total organism is ‘out of tune’ 
with himself and his surroundings, and basically 
cannot communicate adequately, a symptom of this 
being his halting speech. 

A few criticisms can be listed in passing. It is 
not felt that Barbara’s chapter entitled “Stuttering: 
Facts and Characteristics” in which he reviews the 
research in the field contributes much to the clari- 
fication of his thesis. He states the conclusions of 
other researchers with very little evaluation as to 
the merit of their work. A previous study of his, 
on stuttering in psychotics, is also given a chapter, 
and this section similarly contributes little to the 
elaboration of the central theme of the book. 

Secondly, when speaking of parents of stutterers 
and their influence in forming the matrix of stutter- 
ing, Barbara uses ‘parents’ and ‘mothers’ almost 
synonymously. Other investigators have recently 
been examining the role that fathers play in this 
problem, and some evidence exists to substantiate 
the fact so many more males stutter in ratio to 
females primarily because of improper or inade- 
quate father-son relationships. 

Finally, Barbara does not deem that statistical 
studies on stuttering have too much value. He be- 
lieves that only through the psychodynamic ap- 
proach will the final answers on stuttering be found. 
While this reviewer approves of the author’s ori- 
entation, he cannot help but recognize that most of 
what we know about stuttering today has come from 
painstaking statistical experimentation, and since 
this is true, no damper should be placed on any 
avenue of investigation which might lead us closer 
to a fuller understanding of the mysteries that to 
some degree still enshroud stuttering speech. 

Murry A. Snyper, Pa. D., 
National Hospital for 
Speech Disorders, 
New York, N. Y. 
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Tue Riwvie or Stutrerinc. By C. S. Bluemel, 
M.D. (Danville, Ill., The Interstate Publish- 
ing Co., 1957, pp. 142. $3.50 cloth, $1.50 paper ; 
4-2” L. P.s at $3.00.) 

“Stammering is as old as language; but now the 
answer to the riddle of the disorder seems close at 
hand.” With this sentence Bluemel concludes his 
book. It would be most comforting to be able to 
share the author’s confidence, but if this book has 
been written to answer the riddle, this reviewer has 
not been successful in discerning the material 
wherein the answers lie. In 1913, Bluemel wrote 
his “Stammering and Cognate Defects of Speech” 
in which he considered stuttering as being indica- 
tive of a condition which he called ‘transient audi- 
tory amnesia.’ In his present book he restates his 
previous thinking, but perhaps in different words. 
He believes that stuttering points to a cognate 
difficulty, namely, that in the stutterer’s conceptu- 
alization of the words he intends to use, he either 
balks or blocks. In 1913, he considered that the 
verbal image of the word was faint or weak, and 
that it could not readily be recalled to the speaker’s 
mind. He now thinks that the stutterer’s mental 
speech is “quenched, and thus there is a period of 
mutism in which oral speech becomes impossible.” 
Outside of this slight revision, his thinking on 
stuttering has not perceptibly changed, and if in 
the last 45 years his theory has not brought us 
closer to solving the enigma of stuttering, neither 
will his latest work. 

One outstanding contribution is made in The 
Riddle of Stuttering. Bluemel believes that a dis- 
tinction should be made between stuttering and 
stammering. He classifies those who in learning to 
talk have not as yet been able to develop an or- 
ganized speech pattern as stutterers, while those 
whose speech, because of emotional or other factors, 
tends to become disorganized as stammerers. In 
his words, “stuttering is immature speech which 
is not yet physiologically organized into an effec- 
tive pattern of oral expression.—Stammering is dis- 
organized speech rather than non-organized speech. 
It is not speech in the making, but speech in the 
unmaking.” In recent years, clinics have tended to 
disregard the particular nature of the non-fluency 
patterns presented by their patients. It was enough 
to group all who exhibited a disrupted speech be- 
havior analogous to stuttering into a common diag- 
nosis and to treat all somewhat similarly accord- 
ing to the orientation of the clinic involved. Blue- 
mel not only calls to our attention that not all 
stutterers are alike, but he also presents a different 
therapeutic format for each. There is some validity 
to his dichotomy, for quite frequently we do see 
patients who do not present the typical emotional 
picture which seems to accompany and produce 
stuttering speech. There are many stutterers who 
seem, because of neurological deficiencies, not to 
have developed as yet an organized speech flow. 
Bluemel’s thinking in this area should provoke re- 
searchers to investigate the conclusiveness of his 
beliefs. 

Bluemel concedes that stuttering (which he pre- 


fers to call stammering) involves a good deal more 
than speech. He states that the “stutterer’s per- 
sonality, his native non-fluency, his environmental 
stresses, his disorganization in the sphere of speech, 
his struggle with the speech block, his condition- 
ing experiences” and his compulsive phobic reac- 
tions to his stuttering, influence his approach to 
the task of talking. He agrees that the treat- 
ment of stuttering requires something more than 
speech correction, and that there exists the need 
for a broad psychological approach. But his reply 
to all this by way of therapy resembles strongly 
the advice of the ‘positive thinker.’ He writes, 
for example, that “the self-educating stammerer can 
cultivate decisiveness—he can learn to react in many 
situations with a measure of precision—He would 
do well to fortify his ego by cultivating a more 
forthright manner. At first one may feel uncom- 
fortable in the assumption of self-confidence; but 
soon the confidence becomes real, and it constitutes 
a genuine asset of personality.” Such statements 
seem to imply that the stutterer has not wanted 
to be decisive, precise, self-confident. He does not 
need some one to tell him to develop in these areas. 
Rather, he wants to be shown how. 

In conclusion, although Bluemel claims through- 
out his book that stuttering represents an emo- 
tional disorder with psychosomatic overtones, his 
emphasis is on the patient’s need for training in 
mental speech. He considers speech to be nothing 
more than ‘thinking out loud,’ although it has be- 
come evident to most workers in the field that 
speech is as well a kind of ‘feeling out loud.’ Blue- 
mel would probably agree with this, but little or 
no provision for treating the abnormalities in the 
patient’s feeling can be found in this book. 

Murry A. Snyper, Pu. D., 
National Hospital for 
Speech Disorders, 
New York, N. Y. 


PrescriPTION FoR SurvivAL. By Brock Chisholm. 
(New York: Columbia University Press, 1957, 
pp. 92. $2.50.) 


The four lectures comprising this short but meaty 
book were delivered on the Bampton Foundation at 
Columbia University in 1957. Like everything Dr. 
Chisholm writes, they are very much worth read- 
ing. The author’s lucid style makes this an ideal 
book to place in the hands of parents and almost 
everyone desiring a sound and simple prescription 
for survival. Dr. Chisholm’s plea is for the de- 
velopment of a scientific attitude in connection with 
all problems of human behavior, and the applica- 
tion of the knowledge we already possess to our- 
selves first before we begin applying that knowledge 
to others. His elucidation of the meaning of love 
and its importance in the harmonic development of 
the human being is admirably done, and it is to be 
hoped will be widely read. This is altogether an 
excellent little book. 

AsHLEY MonrTAcu, 
Princeton, N. J. 
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THeory AND Prosiems or DevELop- 
MENT. By David P. Ausubel. (New York : 
Grune & Stratton, 1958, pp. 650. $10.00.) 


Dr. David Ausubel has already put us into 
his debt with two excellent volumes, Ego De- 
velopment and the Personality Disorders 
(1952) and Theory and Problems of Adoles- 
cent Development (1954). With the present 
volume, Theory and Problems of Child De- 
velopment, Dr. Ausubel puts us further into 
his debt. Intended as an advanced textbook 
for students in psychology and education, and 
as a reference work for educators, pediatri- 
cians, clinical psychologists, psychiatrists, social 
workers and others whose professional work 
brings them into relation with children, the 
book owes its being to the author's very 
proper conviction that the time was ripe for 
a systematic stocktaking in theory and prob- 
lems of child development. There has been a 
failure to develop a systematic body of de- 
velopmental theory in this rather complex and 
much-worked field of child development. Dr. 
Ausubel has attempted to introduce a sem- 
blance of order by theoretically systematizing 
the vast accumulation of empirical findings. 

This rather gargantuan task has called for 
many qualities ; among the most pre-eminent 
of those qualities, Dr. Ausubel is well-en- 
dowed, namely, the ability to distinguish be- 
tween a fact and a theory and the capacity 
to resist the temptation of the obvious con- 
clusion. Indeed, if Dr. Ausubel errs, it is upon 
the side of conservatism. But in a textbook 
this is perhaps a virtue. Were it fair to accuse 
a writer of an original textbook of lack of 
imagination, this criticism might be made of 
Dr. Ausubel of the present book. But it would 
not be fair, and Dr. Ausubel is far from lack- 
ing in imagination, though at some points his 
admirable cautiousness leads him to be over- 
cautious. I think, for example, that there is 
pretty good evidence for “the trauma of 
birth” both of a psychological and physiologi- 
cal kind. Dr. Ausubel does not. His concep- 
tion of the nervous system seems to me rather 
outmoded by the facts—surely we need to 


replace the old conception of the nervous 
system by the newer one of the neurohumoral 
system. On the first conception it is quite im- 
possible to understand or explain the manner 
in which a pregnant mother’s emotional states 
may affect the development of the fetus 
and influence its postnatal development, on 
the second conception it becomes both under- 
standable and quite possible of explanation. 
But this, again, is perhaps an unfair criticism 
since Dr. Ausubel is aware of the existence of 
a neurohumoral system, but it does not seem 
that he makes enough of its importance. On 
the subject of love it seems to me that Dr. 
Ausubel is quite inadequate in view of the 
work that has been done in this connection 
during the last decade, although the author 
makes quite adequate references to the related 
variables of “attention” and “mothering.” I 
wanted to know when babies begin to weep, 
and what the variability might be in this 
respect among babies, but I couldn’t find a 
reference to the subject in this book .. . 
but nor could I find one in innumerable other 
books on child growth and development. Be- 
cause Dr. Ausubel is so good, we expect to 
find in his writings what we do not find in so 
many of the writings of others, namely, com- 
pleteness and wide coverage, and this, indeed, 
is what his book approximates. He has, of 
course, been forced to omit much, especially 
by way of references. I miss many references 
that I think should be here, but that is simply 
an oblique way of saying that the literature is 
so vast that no man can be expected to com- 
pass it all. Each of Dr. Ausubel’s chapters is 
fully documented by an extensive list of refer- 
ences following it. There is an author index 
and a general index. 

Finally, it may be said, that this is one of 
the best books on child development ever 
written, and though it is too early for a Jo- 
hannes Muller of child development to appear 
Dr. Ausubel has approximated as near that 
role for child development as Muller did for 
physiology. 

AsHLEY Montacu, 
Princeton, N. J. 
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THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, operated since 1940, has facilities 
for the residential treatment of emotionally disturbed 
children and the training and education of exceptional 
children of all ages. Specialists on our staff in psychiatry 
psychology, medicine, social work, speech pathology, and 
special education assure a well-rounded approach to the 
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student’s program is fitted to his individual needs and abili- 
tles and includes the regular academic subjects as well as 
electives and vocational training where indicated. Classes 
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THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
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Special modern teaching techniques and program of therapeutic 
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A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy—for nervous 
and mental disorders and problems of 
addiction. 
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Founded in 1904 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 
The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional for and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 
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FOR THE MENTALLY RETARDED CHILD 


SIX COMPREHENSIVE PROGRAMS 


@ Observation and e Custodial Care 
Diagnosis © Summer Program 


© Education and Training =, Psychiatric Treatment 
© Residential Supervision Center 


Established 1888, The Training School at Vineland provides care 
and treatment for boys and girls 2 years or older with mental 
potential of 6 years. Complete professional staff. Electroencepha- 
lographic and neurological exams, individual psychiatric, psy- 
chological, physiological, and speech observations and therapies. 


The educational program aims at maximum development of each 
child. Training includes self-care; group living; formal classroom 
education; development of practical habits, attitudes and work 
skills. 


Children live in homelike cottages on 1600-acre estate. Hospital, 
school, chapel, lake, swimming pools, working farm. 


Research Laboratory famed for continuous study of causes, pre- 
For information write: Box N, vention and treatment of mental retardation. 


THE TRAINING SCHOOL AT VINELAND, NEW JERSEY 
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KEEP THE THINGS 
WORTH KEEPING 


One of the most pre- 
cious American Heri- 
tages is the right to 
worship as you please. 
But protecting our 
American heritages 
costs money — because 
peace costs money. 

It takes money for 
strength to keep the 
peace. Money for sci- 
ence and education to 
help make peace last- 
ing. And money saved 
by individuals. 

Your Savings Bonds, 
asa direct investment in 
your country, make you 
a Partner in strength- 
ening America’s Peace 
Power. 


The Bonds you buy 
will earn money for you. 
But the most important 
thing they earn is peace. 
They help us keep the 
things worth keeping. 

Think it over. Are 
you buying as many 
Bonds as you might? 


The U.S. Government does not pay for this advertising. The Treasury Department thanks, 
for their patriotic donation, The Advertising Council and this magazine. 


HELP US 


EACH ACCORDIN 


OF HIS OW 


HELP STRENGTHEN AMERICA’S PEACE POWER 


BUY U.S. SAVINGS BONDS 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. SOLOMON, M.D. GEORGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


FraNcis A. O'DONNELL, M. D. RICHARD L. Conpe, M. D. 


Ropert W. Davis, M. D. H. C. Hoss, Ph.D. Clinical Psychology * 


BRIGHAM HOSPITAL 
CANANDAIGUA, NEW YORK 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRING, MD. 


HEmlock 4-0200 
Nine miles from Washington, D. C. — In rural Maryland 
Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 


Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Accredited by Joint Commission on Accreditation of Hospitals 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 
and its Psychiatric Day Hospital facility 
BEVERLY DAY CENTER 


9256 Beverly Boulevard 
Beverly Hills, California 


High Standards of Psychiatric Treatment . . . . Serving the Los Angeles Area 


G. CRESWELL Burns, M.D. HELEN RisLow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar ROZETT, M. D., THOMAS P. PROUT, JR. 
Medical Director Administrator 


Established FALKIRK IN THE RAMAPOS 
CENTRAL VALLEY, N. Y. 


TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 


A private hospital devoted to the individual care of psychiatric patients. 
Falkirk provides a twenty-four hour admission service for acute psychiatric problems. Out- 
patient facilities are available for suitable cases. A continued treatment service is maintained. 
Members of the medical profession are invited to visit the hospital and inspect the available 
Services. 
Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 


T. W. NEUMANN, SR., M. D., PERCY E. RYBERG, M. D., T. W. NEUMANN, JR., M. D., 
Physician in Charge Clinical Director Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo re, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Directoy Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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Phone: WINDSOR HOSPITAL Established 


CHestnut 7-7346 A Non Profit. Corporation 1898 
CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. Nicnots, M. D. G. Pau.ine WeLts, R. N. Hersert A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file erdered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20. N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 
AMERICAN JOURNAL OF 
1270 AVENUE oF THE AMERICAS, Room 310 
New York 20, New York 
Enclosed herewith is $ for one year’s subscription to the AMERICAN JOURNAL 


OF PSYCHIATRY beginning with Volume .... 


SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1958 issue. 
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Over 100 investigators in 15 countries have clinically demonstrated 
that ‘““Mysoline’”—alone or in combination with other anticonvulsants 
— effectively controls grand mal and psychomotor attacks with a high 
degree of safety. No irreversible toxic effects have been reported. 
This is now supported by three years of successful clinical use in the 


United States. 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


AYERST LABORATORIES NEW YORK, N.Y. © MONTREAL, CANADA 


“Mysoline” is available in the United States by 
arrangement with Imperial Chemical Industries Ltd. 
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THE MULTIDISCIPLINED APPROACH 


The slow-learning child or the child with emotional diffi- 
culties needs the resources of an organization that has many 
different approaches to the problems involved. At Devereux 
the psychiatrist, the physician, the psychologist, and the 
educator pool experiences to give each boy and girl the 
environment best designed to meet his individual needs. 


Students are assigned to one of nineteen semi-autonomous 
residential units in Pennsylvania, and similar groups in Cali- 
fornia. The entire professional resources of The Devereux 
Foundation are available for each individual, as needed. Hun- 
dreds of Devereux students have returned to their homes and 
schools after a period of special therapy. ) 


Professional inquiries should be addressed to John M. 
Barclay, Director of Development, Devereux Schools, 
Devon, Pennsylvania; western residents address Keith A. 
Seaton, Registrar, Devereux Schools in California, Santa 
Barbara, California. 


SCHOOLS 
COMMUNITIES 
CAMPS 
TRAINING 
RESEARCH 


THE DEVEREUX FOUNDATION 
A nonprofit organization Founded 1912 
Santa Barbara, California Devon, Pennsylvania 


Professional 
Associate Directors 
HELENA T. DEVEREUX Charles M. Campbell, Jr., M.D. 


Michael B. Dunn, Ph.D. 


EDWARD L. FRENCH, Pb.D. Pred E. Henry, S.T.D. 
Director | ]. Clifford Scott, M.D. 
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